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wherever STAPHYLOCOCC! PRESENT A PROBLEM 


CHLOROMYCETIN 


Increased incidence of staphylococcal infections has been reported for Europe, Britain, 
Australia, New Zealand, and the Americas.!*> World-wide reports indicate that many strains 
responsible for these infections are resistant to commonly used antibiotics.!~*.>""* However, 
this ubiquitous pathogen, according to studies from Germany,® Canada, Uganda,!° New 
Zealand," England,” and the United States,’*"* remains sensitive to CHLOROMYCETIN. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapseals® 
of 250 mg., in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately or for minor infections. Furthermore, as 


with certain other drugs, adequate blood studies should be made when the patient requires prolonged or 
intermittent therapy. 


REFERENCES: (1) Smith, I. M.: Staphylococcal Infections, Chicago, Year Book Publishers, Inc., 1958, p. 21. (2) Pryles, C. V.: Pediatrics 
21:609, 1958. (3) Monro, J. A., & Markham, N. P.: Lancet 2:186, 1958. (4) Purser, B. N.: M. J. Australia 2:441, 1958. (5) Williams, 
R. E. O., in National Conference on Hospital-Acquired Staphylococcal Disease, Sept. 15-17, 1958, Atlanta, Georgia, U.S. Dept. 
Health, Education, and Welfare, Communicable Disease Center, 1958, p. 11. (6) Rountree, PR. M., & Beard, M. A.: M. J. Australia 2:789, 
1958. (7) Mudd, S.: J.A.M.A. 166:1177, 1958. (8) Fischer, H. G.: Deutsche med. Wchnschr. 84:257, 1959. (9) Royer, A., in Welch, H. 
& Marti-Ibaiiez, FE: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 783. (10) Hennessey, R. S. FE, & 
Miles, R. A.: Brit. M. J. 2:893, 1958. (11) Markham, N. P, & Shott, H. C. W.: New Zealand M. J. 57:55, 1958. (12) Oswald, N. C.; 


Shooter, R. A., & Curwen, M. P: Brit. M. J. 2:1305, 1958. (13) Suter, L. S., & Ulrich, E. W.: Antibiotics & Chemother. 9:38, 1959. 
(14) Borchardt, K. A.: Antibiotics & Chemother, 8:564, 1958. ‘ 
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IN VITRO SENSITIVITY OF STAPHYLOCOCCI, FROM TWO SOURCES, TO CHLOROMYCETIN AND TO THREE OTHER ANTIBIOTICS* 


HOSPITAL PATIENTS (201 strains) 
ANTIBIOTIC B 54% 
ANTIBIOTIC C 48% 


UNIVERSITY CLINIC PATIENTS (209 strains) 
CHLOROMYCETIN: 87% 
ANTIBIOTIC B 45% 


A 
ANTIBIOTIC C 43% 
9 20 40 60 80 100 

*Adapted from Fischer.® 
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NOW even 


cardiac patients 
may have THE FULL 
BENEFITS 
CORTICOSTEROID 


THERAPY 


DECADRON—the new and most potent of all corticosteroids, eliminated fluid 
retention in all but 0.3 percent of 1500 patientst, and induced beneficial diuresis 
in nearly all cases of pre-existing edema. 


treats more patients 
more effectively 
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Therapy with DECADRON has also been 
distinguished by virtual absence of dia- 
betogenic effects and hypertension, by 
fewer and milder Cushingoid reactions, 
and by freedom from any new or “‘pecul- 
iar” side effects. Moreover, DECADRON 
has helped restore a ‘‘natural’’ sense of 
well-being. 

tAnalysis of clinical reports. 


*DECADRON is a trademark of Merck & Co., Inc. ©1958 Merck 
& Co., Inc. 


m@o MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 
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NEW UNEXCELLED TASTE %& 


a) SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
‘isin OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 
JONES and VAUGHAN, INC. richmonp 26, va. 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX’ 


(brand of hydroxyzine) 
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INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10 me. 3-6 years, one tablet t.i.d. 
behavior disorders tabl over 6 years, two tablets t.i.d. 

Syrup 3-6 years, one tsp. t.i.d. 

over 6 years, two tsp. t.i.d. 

For adult tension 25m one tablet q.i.d. 
and anxiety tabi 

Syrup one tbsp. q.i.d. 
For severe emotional 100 mg. one tablet t.i.d. 
disturbances tablets 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- 
and emotional Solution cularly, 3-4 times daily, at 
emergencies 4-hour intervals. Dosage for 
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children under 12 not 
established. 


Supplied: Tablets, botties 

of 100. Syrup, pint bottles. 
Parenteral Solution, 10 cc. 

multiple-dose vials. 


et al.: 

Pediat. Clin. North America 
:573 (Aug.) 1958. 3. Ayd, F. J., 
r.: New York J. Med. 57:1742 
May 15) 1957. 4. 

. C.: New York J. Med. 
:1684 (May 15) 1958. 

. Coirauit, M., et al.: Presse 
néd. 64:2239 (Dec. 26) 1956. 
.Bayart, J.: Presented at 
he International of 
Pediatrics, Copenhage: 
Denmark, July 22-27 1356. 


Division, Chas. Pf Pfizer ry: Co., Inc. 
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Ls antihypertensive effect...fewer side effects 


Ke 


For complete information 
write Professional Services, 
Dept. H, Merck Sharp & Dohme, 
West Point, Pa. 


i 
4 7 


HYDRODIURIL alone 


MES 


| 


OL 


RESERPINE alone 


HYDROPRES 


much more effective 
than either of its 
components alone 


e Effective by itself in a majority of patients. Provides smooth, more trouble-free 
management of hypertension. 

e Since nyproDIuRIL and reserpine potentiate each other, the required dosage of 
each is lower when given together as HYDROPRES than when either is given alone. 

@ HYDROPRES provides the needed and valuable tranquilizing effect of reserpine. 
Lower dosage may reduce such side effects of reserpine as 
excessive sedation and depression. 

e Arrest or reversal of organic changes of hypertension may occur. 

e Headache, dizziness, palpitations and tachycardia are usually promptly relieved. 
Anginal pain may be reduced in incidence and severity. 

e@ With HypRopREs, dietary salt may be liberalized. 

e Convenient, controlled dosage. 


HYDROPRES-25 HYDROPRES-90 


25 mg. HYORODIURIL, 0.125 mg. reserpine. 60 mg. HYORODIURIL, 0.125 mg. reserpine. 
One tablet one to four times a day. One tablet one or two times a day. 


If the patient Is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES Is added. 


MERCK SHARP & DOHME, oivision oF merck CO. INC., PHILADELPHIA 1, PA. 
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new way 

to relieve pain 

and stiffness 

an muscles 


and joints 


INDICATED IN: 


» MUSCLE STIFFNESS 


LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


WHIPLASH INJURY 


BURSITIS 
SPRAINS 
TENOSYNOVITIS 
FIBROSITIS 
FIBROMYOSITIS 
LOW BACK PAIN 


DISC SYNDROME 


SPRAINED BACK 


“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 
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® Exhibits unusual analgesic properties, different from those 
of any: other drug & Specific and superior in relief of somatic pain 
@ Modifies central perception of pain without abolishing natural 


defense reflexes ™ Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanedio! dicarbamate 


™ More specific than salicylates ™ Less drastic than steroids 


™ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. Soma is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 


better with Soma than with any previously used analgesic, sedative or 3 
relaxant drug. 


Soma also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SoMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


EASY To use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


SUPPLIED: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


WV 4 WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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new... highly effective tranquilize 


Comparison of TENTONE usefulness 


USEFULNESS 
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lize]... for extended office practice use 


LEDERLE 


NEW PHENOTHIAZINE COMPOUND FOR THE LOWER AND MIDDLE RANGE OF DISORDERS 


Positive, rapid calming effect in mild and moderatc cases. 
“= Striking freedom from organic toxicity, imtolerance, or sen- 
sitivity reaction—particularly at low dosage. Greater 
induced depression or drag habituation. May be use- 
ful, aS with other tranquilizers, to potentiate action of analgesics, 
sedatives, narcotics. <a Facilitates management of surgical, 
obstetric, and other hospitalizéd patients. m= Indicated when 
more than a mild sedative effect is desired,..and less than psy- 
chosis is involved. a= Dosage range: In mild to moderate cases: 
from 30 to 100 mg. daily. In. moderate to severe cases: from 75 to 
500 mg. daily. 


LEDERLE LABORATORIES. a Division of AMERICAN 
CYANAMID COMPANY, Pear! River, New York 


Methoxypromazine Maleate 
bs 


The results of administering Delalutin before the 12th week of gestation to 82 women with 
habitual abortion were reported recently by Reifenstein.! Every patient had experienced 

at least three consecutive abortions immediately preceding the treated pregnancy. More than 68% 
of these women were delivered successfully and uneventfully following Delalutin therapy. 


Boschann,? in a study of pregnancies with threatened abortion, found that: 
37% of 73 pregnancies were carried to term without progestational therapy 
64% of 42 pregnancies were salvaged by progesterone 
83% of 73 pregnancies were salvaged by Delalutin 


Eichner,® found that with Delalutin fetal salvage of infants below term weight (1000 to 
2000 gm.) was significantly improved. . 
108 (76% ) of 142 babies of this birth weight survived without progestational therapy. 

16 (100% ) of 16 babies of this birth weight survived with Delalutin therapy. 

A comparison study was made of a group of repeated aborters treated with Delalutin, and a 
group with a similar history treated with bed rest and sedation.* Pregnancy salvage 

with Delalutin was twice that of the control group. Delalutin was found to be “highly active,” 
well-tolerated and long-acting. 


Delalutin offers these advantages over other progestational agents: 
* longer-acting and more sustained therapy 
* more effective in producing and maintaining a completely matured secretory 
endometrium 
* no androgenic effect 
* more concentrated solution requires injection of less vehicle 
* unusually well-tolerated, even in large doses 
* requires fewer injections 
* low viscosity makes administration easier 


DELALUTIN is also potent and safe therapy for: threatened abortion; post- 
partum after-pains; amenorrhea, primary and secondary ; dysfunctional uterine 
bleeding not associated with genital malignancy; infertility with inadequate 
corpus luteum function; production of secretory endometrium and desquama- 
tion during estrogen therapy; premenstrual tension; dysmenorrhea; cyclomas- 
topathy, mastodynia, adenosis and chronic cystic mastitis. 


Administration and Dosage: Because of its low viscosity, Delalutin may be 
administered with a small gauge needle (deep intragluteal injection). Complete 
information on administration and dosage is supplied in the package insert. 


Supply: Delalutin is available in vials of 2 and 10 cc., each cc. containing 125 
mg. of hydroxyprogesterone caproate in sesame oil, and benzyl benzoate. 


References: 1. Reifenstein, E. C., Jr.: Annals N. Y. Acad. Sci. 71:762 (July 30) 1958. 2. Boschann, 
H-W..: ibid., p. 727. 3. Eichner, E.: ibid., p. 787. 4. Hodgkinson, C. P.; Igna, E. J., and Bukeavich, 
A. P.: Am. J. Obst. and Gyn. 76 :279, 1958. 


Squibb Quality—the Priceless Ingredient 


‘Delalutin’® is a Squibb trademark 
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key to Kents popularity 


In 1958, Kent made the greatest gain in 
popularity ever recorded by any filter 
cigarette in any year—a sales increase of 
20-billion cigarettes. 

Behind this popularity is a story of 
months and years of research, perfecting 
the remarkable combination of filter action 
and flavor found in today’s Kent cigarette. 
In developing Kent, Lorillard research 
scientists recognized that smokers wanted, 
on the one hand, a really satisfying taste; 
on the other, reduced tars 
and nicotine. In addition, 
smokers demanded a free 
and easy draw. 

These, then, were the 
objectives. The first sci- 
entific breakthrough in 
the project was the de- 
velopment of the exclu- 
sive Micronite filter, 
patented by Lorillard. 
This filter was created 
because of newly-discov- 
ered principles in the field 
of filtration, which have 


been previously described in these pages. 

Though this filter satisfied everyone on 
its ability to reduce tars and nicotine to 
the lowest level among the largest selling 
brands, there was still work to be done in 
the areas of taste and draw. After addi- 
tional months of research, a new tobacco 
blend was developed which delivered rich 
taste after the smoke had passed through 
the filter. Next in the series of laboratory 
triumphs was a method of improving the 
draw to compare with the 
most free-drawing of all 
filter brands. 

The rest of the Kent 
story is a legend in the 
tobacco industry. Out- 
side, independent re- 
search studies confirmed 
the fact that Kent had 
achieved its objectives. 
Smokers responded. In 
fact, during the past year, 
more smokers changed to 
Kent than to any other 
cigarette in America. 


A Product of P. Lorillard Company—FEirst with the finest cigarettes—through Lorillard Research! 
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specitic. effective tranquilizer » safer at | 


remarkable lack of side effects 


In more than 3,000 carefully-followed patients, Mellaril has been 
almost completely free of such major side effects as jaundice, 

extrapyramidal symptoms, Parkinsonism, blood dyscrasia, dermatitis— 
even when given in quantities far in excess of the usual dosage. 


“POVERTY” OF SIDE EFFECTS 

“The most striking aspect of thioridazine [Mellaril] 
therapy is the poverty of side effects....In its lack of 
side effects and low toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason also it is well 
tolerated by patients, particularly those who are not 
hospitalized and who frequently discontinue their medi- 
cation because of dizziness, sleepiness, increased tension 
or parkinsonism with other drugs.” * 


NEGLIGIBLE SIDE EFFECTS. 

“Side effects were negligible at all dosage levels: no 
incidence of parkinsonism or other extrapyramidal 
symptoms. Minimal sedation, on the whole lower than 
with other tranquilizing agents. No alteration in liver 
function, urine or blood. No photosensitivity. Patient 
acceptability was exceptional: lack of drowsiness, leth- 
argy or ‘washed out’ feeling, permitted patients to carry 
on normal everyday activities. Orthostatic hypotension 
was absent. The initial ‘keyed up’ tense feeling common 
to other drugs of this type was absent. ... Patients forced 
to interrupt treatment with other phenothiazine deriva- 
tives because of parkinsonism or other extrapyramidal 
symptoms were able to continue therapy with thiorida- 
zine without appearance of parkinsonism.” * 


SINGULARLY FREE OF SIDE EFFECTS 
“The extrapyramidal syndrome was not encountered in 


any of its forms. Dizziness and sleepiness responded to a 
reduction in dosage. Other side effects did not occur.... 
It is singularly free from the side effects ordinarily seen 
with these [phenothiazine] compounds.”* 


ABSENCE OF SIGNIFICANT SIDE EFFECTS 
“None of the following toxic effects, so common after 
administration of the phenothiazines, was present during 
the period of Thioridazine administration: Parkinson- 
ism or Parkinson-like symptoms, photosensitivity, ortho- 
static hypotension, bone-marrow depression.” ! 


MINIMAL SIDE EFFECTS 

“Side effects such as extrapyramidal activity, jaundice 
and photosensitivity have not been observed in patients 
treated with Thioridazine [Mellaril]. Extrapyramidal 
side effects produced by other phenothiazines have 
disappeared promptly with no deterioration in the be- 
havioral response when these patients have been shifted 
to Thioridazine.”® 


NO JAUNDICE 
“No allergic reactions were observed such as skin erup- 
tions, jaundice or agranulocytosis. Central nervous 
system toxicity, as manifested by extrapyramidal effects, 
seizures, and excitement did not occur despite the use 
of high doses (up to 2000 mg.) of the drug.”’® 
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excellent clinical response 


In office practice and in hospitalized patients, Mellaril has proved 
highly useful for a wide variety of major and minor emotional 
disorders (such as anxiety, tension, apprehension, alcoholism, 
agitated psychoneurosis, agitated psychotic states, etc.). 


EXTREMELY SATISFACTORY “... produced extremely satisfactory results 
in the broad therapeutic range represented in this series.” * 


POTENT AGENT “... appears to be a potent agent in the symptomatic 
management of a variety of psychiatric states.” * 


MAJOR ADDITION TO THERAPEUTICS “This drug appears to represent a 
major addition to the safe and effective treatment of a wide range of psychological 
disturbances seen daily in the clinics or by the general practitioner.” ! 


AN ACTIVE AGENT “Thioridazine is an active therapeutic agent. . . . 

It is effective in a variety of psychiatric disorders, including schizophrenic 
reactions. .. . The drug is particularly advantageous for a group of schizophrenic 
patients who are sometimes made worse by other phenothiazine 

derivatives or Rauwolfia alkaloids. It should also be suitable for treating patients 
with psychoneuroses and chronic brain syndrome.” ® 


EVEN IN VERY SEVERE CASES “Of the 152 patients treated 25 have been 
released and they have not suffered a relapse. This proportion is significant 

if we stop to consider that we are dealing only with acute cases which had been 
considered hopeless and obviously destined to finish their days in an asylum.”* 


EXCELLENT THERAPEUTIC RESPONSE “Patients with emotional 
tensions resulting from the stress and strain of life... were treated with 
Mellaril at the dosage level of 10 mg. three times daily. 

In 94 such patients, 83 obtained an excellent therapeutic response.” ® 
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“...extremely satisfactory results...” 
in a Clinical spectrum ranging from 
minor nervous disorders to 
severe psychotic disturbances: 


RESULTS WITH MELLARIL IN 194 PATIENTS® 


ACUTE PSYCHOTICS CHRONIC PSYCHOTICS NEUROTICS 


83% satisfactory effect 68% satisfactory effect 57% satisfactory effect 


Some cases had complete re- Relief of symptoms in cases Some cases, complete relief of 
mission of symptoms. Most permitted easier management symptoms. Other cases, partial 
were able to return home to and a return to a more or less relief of symptoms. 

useful occupations. useful life. 


RESULTS WITH MELLARIL IN PATIENTS PREVIOUSLY TREATED WITH OTHER TRANQUILIZERS® 


VERY 
DIAGNOSTIC CATEGORY IMPROVED SATISFACTORY SATISFACTORY UNSATISFACTORY 
% % 
SCHIZOPHRENIA 
Acute 89 61 28 11 
Chronic paranoid 84.2 31.6 52.6 15.8 
Chronic, other 73.9 21.7 52.2 26.1 
Residual 57.1 9.5 47.6 42.9 
CHRONIC BRAIN SYNDROME 66.6 33.3 33.3 33.3 
CHRONIC PSYCHONEUROSIS 62.5 12.5 50 37.5 
CHRONIC PSYCHOSOMATIC 
DISORDERS 75 25 50 25 
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4 a new advance in tranquilization: 
greater specificity of tranquilizing action plus fewer side effects 


N 


Of 109 phenothiazines synthesized by Sandoz, Mellaril was 
ected a most promising on the basis of extensive evalu 
ation. The presence of a thiomethyl radical (S-CH in the 
position conventionally occupied by a halogen in other pheno 
CH, cH, —( ) thiazines is unique and could be responsible for the relative 
N ibsence of side effects and greater specificity of psychothera 

peutic action. This is shown clinically by: 

CH, 
1 A specificity of action on certain brain sites in contrast to the 
ont) more generalized or “diffuse” action of other phenothiazines. This 
is evidenced by a lack of appreciable anti-emetic effect. 


MELLARIL 


PSYCHIC — 


DAMPENING OF 
SYMPATHETI@ AND 
PARASYMPATHETG 
NERVOUS S¥STEM 


ind temperature regulation 


i 


Psychic 


sympathetic ini g suppression of vomiting 
parasympatheie pening of blood pressure 
nervous temperature regulation 


other 


phenothiazine -type 
tranquilizers 


inimal suppression of vomiting 


ittle effect on blood pressure 


9 Less “spill-over” action to other brain areas — hence, 


absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


3 A notable absence of extrapyramidal stimulation. 


4, Lack of impairment of patient’s normal drive and energy, 
while achieving psychomotor control in 
mental and emotional disorders. 


5 Virtual freedom from toxic effects — jaundice, 
photosensitivity, skin eruptions, disturbed body 
temperature regulation, blood forming disorders have been 
absent in reports currently available. 


These properties add up to a greater margin of safety in general office practice, 
in ambulatory psychiatric out-patient clinics, and in hospitalized patients. 


tranqulization 
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a guide to administration and dosage 


Dosage ranges from 10 mg. three or four times a day in 
milder situations to 25 mg. three or four times a day 
for more disturbed patients. In ambulatory psychiatric 
out-patients, dosages of 50 to 100 mg. three or four 
times a day have been found adequate. For severely dis- 


turbed hospitalized psychotics, dosages of 200 to 300 
mg. three times a day may be administered. 

Dosage must be individualized according to the condi- 
tion and degree of response. In all cases, the smallest 
effective dosage should be determined for each patient. 


INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 
ADULTS 

Mental and Emotional Disturbances: 

MILD — where anxiety, apprehension 

and tension are present 10 mg. t.i.d. 20-60 mg. 

MODERATE — where agitation exists 

in psychoneurosis, alcoholism, 

intractable pain, senility, etc. 25 mg. t.i.d. 50-200 mg. 

SEVERE — in agitated psychotic 

states as schizophrenia, manic 

depressive, toxic psychoses, etc.: 
Ambulatory 100 mg. t.i.d. 200-400 mg. 
Hospitalized 100 mg. t.i.d. 200-800 mg. 

CHILDREN 
BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 


PRECAUTIONS: Although possessing a unique structure 
and a selectivity of action which broadens its therapeutic 
ratio, the physician should be alert to the possibility of 
untoward reactions in certain susceptible individuals. In 


particular, he should watch for potential hemopoietic 
depression, jaundice or orthostatic hypotension. As with 
other phenothiazines, Mellaril is contraindicated in 
severely depressed or comatose states from any cause. 


SUPPLIED: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. Bottles of 100. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 2. Kinross-Wright, V. J.: Lecture, Clinical 
Meeting, American Medical Association, Minneapolis, Dec. 4, 1958. 3. Kinross-Wright, V. J.: Scientific Exhibit, Clinical Meeting, American Medical Associ- 
ation, Minneapolis, Dec. 2-5, 1958. 4. Cohen, S.: TP-21, a new phenothiazine, Am. J. Psychiat. 115:358, Oct. 1958. 5. Glueck, B.: Scientific Exhibit, American 
Psychiatric Association, Philadelphia, April 27-May 1, 1959. 6. Hollister, L. E., and Macdonald, B. F.: Presented at California Medical Association; Section on 
Psychiatry, San Francisco, Feb. 25, 1959. 7. Remy, M.: Schweiz. med. Wchnschr. 88:1221, Nov. 29, 1958. 8. Freed, S. C., in discussion on Thioridazine (Mellaril) 
in Psychiatric Patients, Hollister, L. E., and Macdonald, B. F., presented at California Medical Association; Section on Psychiatry, San Francisco, Feb. 25, 1959. 
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upper respiratory decongestion 


provides both... 
and bronchial decongestion 


Many hay fever patients also experience chest discomfort. For these patients, 
new ISOCLOR provides relief along the entire respiratory tract. 

COMBINES the nasal and bronchial decongestant action of d-isoephedrine with 
the histamine blocking action of chlorpheniramine. 

RELIEVES the discomforts of rhinorrhea, itching, sneezing, hyperlacrimation 
and post nasal drip—let s the patient get a full night’s rest—with minimal daytime 
drowsiness, CNS or pressor stimulation. 


CHARLES C. 


TABLETS AND SYRUP for adults and children... 

COMPOSITION: Per tablet Per 5 mi. syrup 

Chiorpheniramine maleate ............... 4 mg. 2 mg. 

d-lsoephedrine 25 mg. 12.5 mg. 
SE: Tablets: One tablet 3 or 4 times daily. Syrup: Chi - 

AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. i Richmond, Virginia 
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A meal of even the most colorful and the most 
meticulously prepared food can be dreary eating without salt. 


Neocurtasal, for the patient on a low-sodium diet, brings 
back flavor to foods — makes eating a pleasure once more. 


Neocurtasal 


An excellent salt replacement 
for 


“Salt-Free” (Low Sodium) Diets 


‘ Assures patient’s 
LABORATORIES cooperation 
New York 18, N.Y. 
26 


Contains potassium chloride, 
potassium glutamate, 
glutamic acid, calcium 
silicate, potassium 

iodide (0.01%). 


2 oz. shakers and 
8 oz. bottles 


Sold Only Through Drugstores 
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when it’s skin deep 


use XYLOCAINE ointment 


... in nearly all external symptoms of pain, itching and burning, e.g., sunburn, minor burns, 
insect bites, abrasions, poison ivy and other contact dermatitis, hemorrhoids and inoperable 
anorectal conditions, and cracked nipples. 


Xylocaine Ointment, a surface or topical anesthetic, gives fast, effective and long lasting 
relief. Its water-soluble, nonstaining base melts on contact with the skin, to assure imme- 
diate release of the anesthetic for fast action and it does not interfere with the healing 
processes. 


ae ASTRA PHARMACEUTICAL Propucts, INc., Worcester 6, Mass., U.S.A, 


XYLOCAINE’ OINTMENT 


rand of lidocaine*) 


2.5% & 5% 
SURFACE ANESTHETIC 


*U.$, Pat. No, 2,441,498 Made in U.S.A. 


VoLUME 86, JuLy, 1959 27 
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Chief among the drawbacks to. aspirin usage is 


gastric intolerance. This gamges from mild upset 


“and “heartburn” to severe hemorrhagic gas- 
tritis.-’° Studies performed in conjunction with 


gastrectomy* and gastroscopy? have shown: 
insoluble aspirin parting firmly adherent to 


the -gasiric -mucosa_ and 


rugae. Reactions varying: from mild hyperemia 
to erosive gastritis have been Teported to Occur: 
in the areas immediately surrounding these 
adherent particies.244.This: is reported to be 
particularly true in patients with peptic ulcer.4 


CALURIN is the Seols soluble, stable calcium me complex. its 
high forestalls gastric or 


“Regular aspirin crystals 24 hours 
etter being mixed into water. 


-Calurin crystals in solution one min- 
ute after being mixed into water. 
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STABLE SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


Particle- ulceration — section lesion 
found in gastrectomy specimen. An aspirin particle was 
found firmly imbedded in this undermined erosion. Such 
lesions may be associated with the relative insolubility 
of aspirin, which remains in particulate form after 
dispersion in gastric contents. 


LICYLATE BLOOD LEVELS (mg./L) 
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cALURIN 


Rs 


SA 


Calurin, being freely | is available for 
absorption into the systemic circulation. Salicylate 
blood levels in 12 subjects receiving both Calurin and 
plain aspirin were found to rise more than twice as high 
within ten minutes following Calurin. Also, these levels 
persisted higher for at least two hours."! 


CALURIN is the aspirin of choice, especially 
when high-dosage, long-term therapy is indicated: 


1 High solubility forestalls gastric irritation or damage. This advantage is of 
special importance in arthritis and other conditions requiring high-dosage, 


long-term therapy. 


2 Produces high salicylate blood levels rapidly for prompt analgesic, anti- 


pyretic, anti-arthritic effect. 


3 Sodium-free — for safer long-term therapy. 


4 Flavored: can be chewed or dissolved in the mouth without water if desired 
—an advantage for patients requiring aspirin administration during the 


night and for pediatric patients. 


Dosage: Each tablet of Calurin is equivalent to 300 mg. (5 gr.) 
of acetylsalicylic acid. For relief of pain and fever in adult 
patients, the usual dose of Calurin is 1 to 3 tablets every 4 
hours, as needed; in arthritic states, 2 or 3 tablets 3 or 4 times 


daily; in rheumatic fever, 3 to 5 tablets 4 or 5 times daily. 
For children over 6 years, the usual dose is 1 tablet every 
4 hours; for children 3 to 6 years, ¥2 tablet every 4 hours, as 
required. Not recommended for children under 3. 


REFERENCES: 1. waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 2. Douthwaite, A. H., and Lintott, G. A. M.: Gastroscopic 
observation of the effect of aspirin and certain other substances on the stomach, Lancet 2:1222, 1938. 3. Editorial Comments: The effect of 
acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. M. A. J. 80:47, 1959. 4. Muir, A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 
5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 1:539, 1959. 6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 
33:616, 1957. 7. Bayles, T. B., and Tenckhoff, H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. Mtg. A. M. A., San Francisco, 
Calif., June, 1958. 8. Batterman, R. C.: Comparison of buffered and unbuffered acetylsalicylic acid, New Eng. J. M. 258:213, 1958. 9. Cronk, G. A.: 
Laboratory and clinical studies with buffered and nonbuffered acetylsalicylic acid, New Eng. J. M. 258:219, 1958. 10. Editorial: Aspirin plain and 
buffered, Brit. M. J. 1:349, 1959. 11. Smith, P. K.: Plasma concentration of salicylate after the administration of acetylsalicylic acid or calcium 
acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of Pharmacology, Geo. Washington Univ. School of Medicine, 


Washington, D. C., Sept. 5, 1958. 


PrRADEMARK 


SMITH-DORSEY « a division of The Wander Company * Lincoln, Nebraska 
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superior antiallergic efficacy 


NOW-YOU CAN PRESCRIBE THE UNSURPASSED ADVANTAGES OF 


® combines the anti-inflammatory, antiallergic and antihista- 
minic effects of two agents—ARISTOCORT and chlorphenira- 
mine which, separately, have been proved highly effective in 


the treatment of allergy 


*® permits greater latitude in adjusting dosage to minimum level 
needed for maintenance, because ARISTOCORT and chlor- 
pheniramine are supplied in the lowest dose tablets available 


for each component alone 


® supplies ascorbic acid for increased demand in stress conditions 


Indications: Generalized pruritus of allergic origin; hay 
Sever, allergic rhinitis, perennial asthma, seasonal and 
perennial rhinitis, vasomotor rhinitis; drug reactions 
and other allergic conditions. 


Dosage: One to eight capsules a day in divided doses. 
Dosages should be established on the basis of individual 
therapeutic response, 

Pi j Dr may occur, and is usually 
due to the antihistamine effect. Occasionally this may 
also cause vertigo, pruritus and urticaria. Because of 
the low dosage, side effects with ArtsTOMIN have been 
relatively infrequent and minor in nature. However, 
since Aristocort Triamcinolone is a highly potent 
glucosorticoid with profound metabolic effect, all pre- 
cautions and contraindications traditional to cortico- 


steroid therapy should be observed. Discontinuance of 
therapy must not be sudden after patients have been on 
steroids for prolonged periods. It must be carried out 
gradually over a period of as much as several weeks. 


Further information available on request. 


Supply: Each Aristom1n Capsule contains: 


ArtstocorT® Triamcinolone....... 1 mg. 
Chlorpheniramine Maleate......... 2 mg. 


Bottles of 30 and 100 


References: 1. Maurer, M. L.: Clinical Report, cited 
with permission. 2. Levin, L.: Clinical Report, cited 
with permission. 3. Gaillard, G. E.: Clinical Report, 
cited with permission. 
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5ES ORRISTOCORT IW ANTIHISTAMINE COMBINATION 


comments by 
clinical investigators: 


“I would conclude that ArisToMIN 
is truly a worthwhile aid in treating 
allergic problems.” 

“The results have been uniformly 
good. The patients have stated that 
their symptoms were very much 


Steroid-Antihistamine Compound LEDERLE 


relieved. I have not encountered any 
cae side reactions except from one 
ra- patient, who complained of some 
in drowsiness, which I attribute to the 
antihistamine.”* 
“In general . . . it [Antstomuy] 
an excellent product. Over-all, it 
vel appears to be more effective than 
lore any simple antihistamine we have 


used. Despite the fact that we 
employed it in the treatment of a 
variety of nonselected individuals 
and problems, we had excellent and 
good results in 25 of the 39 


tions patients.”* 
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. 2mg. 


.75 mg. i d : 
. (lung x 68, Injected with carbon-gelatin) 
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RLE LABORATORITS, A Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y. 
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The wonderful moment when a fifteen-footer drops in . 


“Good for you!” 


GREAT PUTT! A real honey. One like that 
makes the whole day worth while. Now 
relax .. . sit back with a good cold glass of 
beer. It'll quench your thirst—sure. But 
much more. Beer’s bright, wonderful, alive. 
Nothing’s more rewarding—and it really 
picks you up, too. 


Beer Belongs—to the fun of living! 


‘J 


United States Brewers Foundation 


CHARTERED 1862 


Beer’s rich in wonderful, 
healthful things. Nature’s 
own choice barley malt, 
hops, minerals, and the 
purest water. Good whole- 
some beer or ale perks you 
up—won’t let you down. 
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Remarkable relief from 
LOW BACK PAIN 


and 


DYSMENORRHEA 


the first true tranquilaxant* 


Potent MUSCLE RELAXANT 
... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [ <L. tranquillus, 
quiet; L. laxare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop 
research, is a new, orally administered non- 
hypnotic central relaxant and tranquilizer. 
It relieves muscle spasm in a variety of muscu- 
loskeletal and neurologic conditions and also 
exerts a marked tranquilizing effect in anxiety 
and tension states. 


Unrelated chemically to any other drug in 
current use, Trancopal offers a completely 
new major chemical contribution to thera- 
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Clinical studies of over 4400 patients | 
by 105 physicians’ proved 
Trancopal remarkably effective in 
musculoskeletal conditions, 

anxiety and tension states. 


effective in 


of 1570 documented eases of 


LOW BACK PAIN 


(LUMBAGO, SACROILIAC DISORDERS) 


By relieving muscle spasm and pain, Trancopal permits early and 
active exercise and physical therapy to accomplish maximal benefits 
for rapid recovery. 


rancopal 


the first true tranquilaxant 


4 
z 4 
; 
wt 
: 
fi 


; BETTER TOLERATED AND SAFER THAN OLDER DRUGS* INCIDENCE OF SIDE EFFECTS WITH 
tS TRANCOPAL IN 4483 PATIENTS 
With Trancopal there is no clouding of consciousness, no 


euphoria or depression. Even in high dosage, there is no 
perceptible soporific effect. Because it does not irritate gastric 
mucosa, it can be taken without regard to mealtimes. Admin- 
istration does not hamper work—or play. Blood pressure, 
pulse rate, respiration and digestive processes are unaf- 
fected by therapeutic dosage. Toxicity is extremely low. And 
Trancopal has a lower incidence of side effects than has 
zoxazolamine, methocarbamol or meprobamate. 


effective in 


of 443 documented cases of 


DYSMENORRHEA 


AND PREMENSTRUAL TENSION 


Because of its exceptional calmative property, Trancopal “.. . allows 


the patient to use his energies in a more productive manner in 
2 


overcoming his basic problems.” 


Dosage: 100 to 200 mg. orally three or four times daily. Relief of symptoms 


f occurs in from fifteen to thirty minutes and lasts from four to six hours. 
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Thoroughly evaluated clinically... 


Clinical studies of 4483 patients by 105 physicians’ have demonstrated that Trancopal 
often is effective when other drugs have failed. From these studies it is evident that 
Trancopal can provide more help for a greater number of tense, spastic, and/or 


emotionally upset patients than can any other chemotherapeutic agent in current use. 


1415 Patients 
TOTAL 4483 Patients 
MAJOR IMPROVEMENT 

INDICATIONS 84% 
Musculoskeletal 

Low back pain (lumbago) Disk syndrome 

Neck pain (torticollis, etc.) Fibrositis 

Bursitis Ankle sprain, tennis elbow, etc. 

Rheumatoid arthritis Myositis 

Osteoarthritis Postoperative muscle spasm 
Psychogenic 

Anxiety and tension states Asthma 

Dysmenorrhea Angina pectoris 

Premenstrual tension Alcoholism 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. * 2. Ganz, S.E: 


J. Indiana M. A. In press, °* 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958, 


the first true tranquilaxant 
MUSCLE RELAXANT 
...Equally effective as a 
TRANQUILIZER 


Trancopa! (brand of chlormezanone) and Caplets, (| Jnthivop LABORATORIES ew York 18, New York 
Printed in U.S.A. 


trademarks reg. U.S. Pat. Off. 
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MUSCULOSKELETAL 


What your Patients can Expect from 
PEOPLES DRUG STORES 


Prescription Departments— 


@ Complete, up-to-date stock of the most mod- 
ern drugs, as well as all the older drugs now 
being prescribed. 


@ Only fresh, high-quality drugs are used in 
filling their prescriptions. 


@ Every prescription is checked, not once, but 
twice, to assure the utmost in accuracy and 
safety. 


@ =i They can rest assured that their prescription 
is filled exactly as the physician prescribes. 


@ = They always pay a fair price for prescrip- 

tions at Peoples, because of the unique price 
schedule in use in all of our stores. Volume buying, 
plus this up-to-the-minute price schedule, often enable 
us to pass along substantial savings to your patients. 


OPEN 
24 Hours a Day 


RICHMOND, VIRGINIA 
Boulevard and Broad Streets 
EL 9-2497 


DEO. PLE SS 


DRUG STORES 
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Of course, women like “Premarin” 


a for the menopause syn- 
drome should relieve not only the 
psychic instability attendant the con- 
dition, but the vasomotor instability 
of estrogen decline as well. Though 
they would have a hard time explain- 
ing it in such medical terms, this is 
he reason women like “Premarin.” 
The patient isn’t alone in her de- 


votion to this natural estrogen. Doc- 
tors, husbands, and family all like 
what it does for the patient, the wife, 
and the homemaker. 

When, because of the menopause, 
the psyche needs nursing—“Premarin” 
nurses. When hot flushes need sup- 
pressing, “Premarin” suppresses. In 
short, when you want to treat the 


whole menopause, (and how else is 
it to be treated?), let your choice be 
“Premarin,” a complete natural es- 
trogen complex. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 
16, N. Y. Montreal, Canada (or) 


Physicians Simply Cannot Afford 


Not to Enroll in these Insurance Plans 


Approved by The Medical Society of Virginia 


Sometimes the physician neglects his own affairs while giving time and energy 
to the welfare of others. Undoubtedly that is a principal reason why some mem- 
bers of The Medical Society of Virginia have not availed themselves of the ex- 
traordinary advantages offered in the personal insurance programs which were 
recently approved by their own organization. Many members of the Society have 
taken advantage of the two low-cost group programs and both plans are in ef- 
fect right now. You simply cannot afford to miss this opportunity for your own 
protection. Outstanding features of the two separate and distinct group plans 


include the following: 


PLAN NUMBER ONE 

Provides coverage for you, your wife and 
dependent, unmarried children between the 
age of fourteen days and twenty-three years. 
Protection up to $10,000 within three years 
of accident or sickness is provided. The 
same amount is provided for any sickness 
for which payment has been made that 
occurs after an interval of twelve months. 


The plan pays 100% room and board and 
100% of the necessary charges for hospital 
care and treatment. It pays 75% of special 
nurse expense in the hospital. You have 
a choice of three deductible amounts to keep 
your premiums within the range you pre- 
fer and premiums remain level and do not 
increase with age. 


PLAN NUMBER TWO 


’ Pays direct to you the covered expense of 


maintaining your practice should you be 
disabled. Such payments would begin with 
the fifteenth day of disability and continue 
for as long as one year. Even included are 
such expenses as employee salaries, rent, 
prorated laundry, contributions, fees, dues, 
accountant services, depreciation, etc. 


The premiums you pay under Plan No. 2 
are tax deductible. Both plans are under- 
written by American Casualty Company of 
Reading, Pennsylvania. Brochures have 
been mailed to all members of The Medical 
Society of Virginia. Please fill out your 
application and return it promptly. 


David A. Dyer, 
ADMINISTRATOR 
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In response to 
innumerable requests 
from dermatologists 


Winthrop Laboratories 
now makes available 


FOR LUPUS ERYTHEMATOSUS AND 
LIGHT-SENSITIVITY ERUPTIONS 


WHAT IT IS: 
A combination of Atabrine® hydrochloride 
25 mg., Aralen® phosphate 65 mg. and 
Plaquenil® sulfate 50 mg. 


WHAT IT’S FOR: 
Treatment of lupus erythematosus (chronic 
discoid type) and polymorphic light eruptions 
(light-sensitivity eruptions, solar urticaria 
or dermatitis). 


HOW IT ACTS: 
Each of the three components produces 
beneficial response in lupus erythematosus 
and light-sensitivity eruptions. Since the dose 
of each of the Triquin components is very — 
low, overall toxicity is reduced and clinical 
tolerance nanienh Furthermore, the DOSAGE: 


three components appear to act Lupus. Average initial adult dose, 1 or 2 
synergistically. tablets after meals and at bedtime. Dosage 


should be reduced gradually at two week 
intervals to 1 or 2 daily. 


HOW SUPPLIED: Light-Sensitivity Eruptions. Average initial 
Triquin tablets in bottles of 100, sold on adult dose, 1 tablet after breakfast and 
prescription only. lunch. May be reduced after several weeks to 


maintenance dosage of 1 tablet daily. 
Write for TRIQUIN booklet. 


Triquin, Atabrine (brand of quinacrine), Aralen (brand of chloro- LABORATORIES New York 18, N. Y. 
quine), and Plaquenil (brand of hydroxychloroquine), trademarks 


reg. U.S. Pat. Off. 
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For every topical indication, 
a Burroughs Wellcome SPORIN’... 


brand OINTMENT 


Tubes of % oz. oz. (with applicator for or 
dermatologic application. 


Oric Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive 4 ® 
bactericidal action 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of % and 1 oz. and tubes of oz. with ophthalmic tip. 
OpxTHALmic SOLUTION: Bottles of 10 cc. with sterile dropper. 

NEW Lortron: Plastic squeeze bottles of 20 cc. 
Powper: Shaker-top bottles of 10 Gm. 


Offers combined anti- 
biotic action for treating 
PQ LYSPORIN 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication. 


OntMENT: Tubes of ¥% oz., 1 oz. and % oz. (ophthalmic tip). 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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the addition 
buffering agents 
acetylsalicylic acid in 
the concentrations used 
_ Serves no Clinically 


purpose” 
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| 
; 'Sadove, MaxS. and Schwartz, Lester: An Evalua- i ; 
tion of Buffered Versus Nonbuffered Acetylsalicylic S| 
Acid, Postgraduate Medicine; 24:183, August, 1958. 
Nonbuffered Material Used—Bayer® Aspirin. 


What’s 


Your 


Corticosteroid 


Score? 


Corticosteroids relieve rheumatic 
pain by raising the pain threshold. 


Corticosterone is the only 
corticosteroid identified in 
adrenal venous blood. 


Approximately 10 mg. of urinary 
17-ketosteroids are excreted 

daily during normal adrenocortical 
function. 


The pioneer experiments on the 
effects of adrenalectomy were 
performed by Addison. 


True 


False 


For answers to quiz, see opposite page. 


scores 
highest 
clinically 
important 
tests 


METICORTEN’ 


prednisone 


Even in long-term therapy, diet and salt 
restrictions are usually unnecessary 
~a benefit of METICORTEN repeatedly 
noted by investigators. 


METICORTEN—1, 2.5 and 5 mg. tablets. 


Deleting 


SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 
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keep tie 
allergic 
worker 
Working 


| CO-PYRONIL ‘provides quick relief that lasts and lasts 


; Just two or three Pulvules® Co-Pyronil daily will usually keep your hay-fever 

7 patients symptom-free and on the job all day long. Not just an antihistamine, 
Co-Pyronil is a triple combination that assures more complete relief from hay fever 
and other allergies. 


Each Pulvule contains: 


a vasoconstrictor, Clopane® Hydrochloride (12.5 mg.), to complement the action 
of two antihistamines by opening swollen nasal passages. 

a fast-acting antihistamine, Histady]™ (25 mg.), to provide relief usually within 
": fifteen to thirty minutes. 


a long-acting antihistamine, Pyronil® (15 mg.), to maintain relief for eight to 
twelve hours. 


Also supplied as suspension and pediatric Pulvules. 


Co-Pyronil™ (pyrrobutamine compound, Lilly) Histady!™ (thenylpyramine, Lilly) 
Clopane® Hydrochloride (cyclopentamine hydrochloride, Lilly) Pyronil® (pyrrobutamine, Lilly) 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
953009 
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Guest Editorial... 


Adam and Eve 


B Bac LADY BEAUTIFUL who graced your bed and board these many years and 

with whom you have lived in conjugal bliss may be—reach for your tranquilizer, 
please—I say “she” may be a MALE. This is the latest indignity that the dark wings 
of science have spread over your happy home. 


Time was when a young man went a-courtin’ with complete assurance, never the 
least shadow of a doubt, that the wistful eyes into which he gazed or the bowed lips 
that yielded to his caresses were the features of a female, a girl, a thing opposite 
to man, feminine. Alas, those halycon days are no more. Now on every date he must 
carry two slides and a cotton applicator so that a buccal smear may be taken and 
hurried to the nearest laboratory for a definition of “her” genotype lest he inadvertently 
practice homosexuality. Well! may the poet sing: 


“Oh, science, true daughter of old time thou art 
Who alterest all things with thy peering eyes. 
Why preyest thou thus upon the poet’s heart? 
Vulture, whose wings are dull realities.” 


For clarity let me say that in this discussion we are not considering pseudohermaph- 
roditism or anatomic intersexuality. We are concerned here with the young woman, 
happily married, enjoying a normal sex relationship, having a normal libido and 
organism, who consults the doctor for oligomenorrhea and sterility. She gives a history 
of delayed menarche and a scanty flow which occurs two or three times a year. Occa- 


sionally she may menstruate with fair regularity but this is the exception. 


On clinical study it is found that the oligomenorrhea and sterility are related to 
ovulation failure and hypogenesis of the uterus and ovaries. The female sex characters 
are incompletely developed tending towards the boyish figure with small breasts and 
short stature. The cervical-fundic length is that of the preadolescent. The vagina is 
normal but hypogenesis of the ovaries and uterus is always present. The ovaries are 


often not palpable; if present at all they are small linear structures. 


009 The author has professional acquaintance with a young lady of average height, 
‘THLY boyish figure, happily married to the same man for 12 years. She is genotype male. 


Clinically she presents a case of “Turner’s Syndrome” which we have heretofore at- 
tributed solely to ovarian hypogenesis. She menstruates two or three times a year. The 
flow is scanty. The cervix and uterus are small, the cervical-fundic length measures 
= 2 cm. The adnexae are not palpable. Her genotype, determined by both buccal and 
vaginal smear, is male. 


Every cell in the female body contains the XX sex chromosome. This chromosome 
appears on stained slides of cells from the mouth cavity or from the vagina as a small 
deeply staining drum-stick shaped piece of chromatin lying at the periphery of the 
nucleus. At least 50% of the cells from the female buccal mucosa will show this 
drum-stick shaped chromatin mass. In contrast, smears from the male do not show this 
chromatin mass. 


How does this paradox of nature arise? Here is a young lady, to all intents and 

purposes a female, albeit she is infertile, who carries the genetic structure of the male 

ee = and the sex appearance of the female. It is now known that intrauterine endocrine 
environment alters the natural development of what was intended to be a male fetus. 

Androgen from its own embryonic gonad is essential to the normal intrauterine mas- 
culine development of the genetic male embryo. If for some reason this embryonic- 
testis does not develop or function, then the genetic male will develop along female 

lines producing the individual whom we have attempted to describe here. In the ab- 

sence of a functioning testis in the male embryo its intrauterine endocrine environment 


is estrogenic or feminizing. Under this influence the male embryo develops as a female. 


What is the responsibility of the physician in such a case? Confronted with a hap- 

- pily married couple who to all outward appearances are male and female the phy- 
sician has to weigh his words carefully. Should he inform the couple that their mar- 

riage is one of a male married to a male? This would be cruel indeed. Heterosexuality 

may be necessary for reproduction but it is apparently not necessary for a happy, 

emotional, spiritual, and biological union. Domestic bliss can be achieved and the 

mating can be emotionally satisfying between two individuals of the same sex geno- 

type. Much better to let the dream go on than to becloud two lives with the dark wings 


of science. 


It might be well for us occasionally to balance the relative value of those things 


which science has given us and those things which it has taken away. Oh! science: 


“Hast thou not dragged Diana from her car? 
And driven the Hamadryad from the wood, 
To seek shelter in some happier star? 
Hast thou not torn the Naiad from her flood, 
The Elfin from the green grass, and from me 
The summer dream beneath the tamarind tree?” 


Bickers, M.D. 
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Effective Reduction in Blood Pressure without 


Ganglionic Blockade 


RESENTLY AVAILABLE CHEMOTHER- 

APY of severe hypertension is woefully inade- 
quate. Reserpine and hydralazine effect only moder- 
ate reduction in blood pressure. Ganglionic blocking 
agents can lower pressure markedly but at the cost 
of side-effects intolerable to the great majority of 
patients. Chlorothiazide seems effective, particularly 
in mild hypertension, but long-term, carefully con- 
trolled observation of its usefulness is not yet avail- 
able. Great need exists for a potent blood pressure 
lowering agent, effective in severe hypertension, un- 
hampered by incapacitating side effects. 

In 1958, Maxwell et al'* described the striking 
antihypertensive effect of hexahydro-l-azepinepro- 
pionamidoxime, an agent novel in its long duration 
of action, persistently lowering pressure for two 
weeks after a single dose, and in its lack of gan- 
glionic blocking effect. 

An analog of this agent, octahydro-l-azocinyl 
ethyl guanidine sulfate (CIBA 5864-SU )* has been 
shown to lower markedly the blood pressure of hy- 
pertensive dogs and is the subject of this report, 
which records effects of the drug on blood pressure, 
urine electrolyte excretion, hematology, and blood 
chemistry in 18 patients with severe hypertension. 


MATERIAL AND METHODS 


CIBA 5864-SU has the chemical formula shown 
in figure 1, and the generic name guanethidine. 

The drug is chemically unusual in its eight-mem- 
bered ring structure. Pharmacologically, it has dem- 
onstrated marked anti-hypertensive effect, lasting 
about two weeks, in dogs made hypertensive by renal 
ischemia or carotid sinus denervation, and is novel 
in its presumed mechanism of action, the prevention 
of release of norepinephrine from sympathetic nerves 
(see discussion). Most of the subjects received 150- 
200 mg. of the drug on the first day, half this dose 


From the Medical Service, McGuire Veterans Hospital, 
and the Department of Medicine, Medical College of Vir- 
ginia. 

* Supplied through the courtesy of Dr. Harold Bornhold, 
Ciba Pharmaceutical Products, Summit, N. J. 
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D. W. RICHARDSON, M.D. 
E. M. WYSO, M.D. 
Richmond, Virginia 


on the second day and 50-100 mg. daily as a single 
dose thereafter. 

Subjects were 18 male hospitalized patients each 
of whom had diastolic pressures averaging 110 mm. 
Hg. or more in a three-day control period. Six of 


W- CH, ~ CH, ~NHC H, SO, 
NH, 
a2 


Fig. 1—Structural formula of [2-(octahydro-1-azociny]) - 
ethyl] guanidine sulfate, CIBA 5864-SU. 


the group had control diastolic pressures averaging 
more than 140, nine more than 130, and 12 more 
than 120. Six had hemorrhages, exudates or papil- 
ledema of the optic fundi, 10 had blood urea nitro- 
gen above 25 mg. % in the control period, and six 
had previously failed to respond to ganglionic block- 
ing drugs and chlorothiazide in the hospital. One 
patient (J. B.) had primary renal amyloidosis, 
proved by biopsy; in the remainder the cause of the 
hypertension was undetermined despite Regitine® 
tests and intravenous pyelograms. 

Blood pressure was recorded by nurses thrice daily 
in the supine and standing positions. BUN, serum 
bilirubin, electrolytes, blood hemoglobin concentra- 
tion, white cell count, and platelet count was meas- 
ured by the hospital clinical laboratory before and 
at weekly intervals during use of 5864-SU and until 
patients left the hospital. Urine, sodium, potassium 
and chloride excretion was measured daily during 
the first week of treatment. 


RESULTS 


Figure 2 and table 1 demonstrate changes in blood 
pressure associated with use of 5864-SU. Control 
blood pressures are the average of values recorded 
in the three days just prior to treatment, and treat- 
ment pressures are the averages of values obtained 
on five consecutive days during the height of action 
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of this agent. Table 1 also shows side effects, the 
dose schedule used, duration of blood pressure low- 
ering effect, ai.d changes in blood urea nitrogen. 


EFFECTS ON BLOOD PRESSURE 


All patients showed definite reduction in blood 
pressure coincident with administration of 5864-SU. 
In most of the subjects, standing blood pressure 
could be maintained near normal levels. In no case 
could supine pressures be lowered to normal without 


SYSTOLIC 


to four days after the drug was stopped, then grad- 
ually returned to pretreatment levels in seven to 
21 days. 


SIDE EFFECTS 


5864-SU produced marked orthostatic hypotension 
in doses insufficient to reduce supine blood pressures 
to normal in 14 of the 18 patients studied. In these 
patients orthostatic dizziness occurred in all 14, 
fainting in six, and orthostatic confusion in four. 


DIASTOLIC 
STANDING SUPINE STANDING 
FY 
2 
9 ¢ 
8 
CONTROL SUSB64 CONTROL SUSB64 CONTROL SUSB64 CONTROL SUS804 


Fig. 2—The values plotted are taken from table 1. Each point in the control 
column represents the average of pressures recorded on three consecutive 
days just prior to administration of 5864-SU. Points in the 5864-SU columns 
represent the average of pressures recorded on five consecutive days at the 
height of action of the drug. Arrows denote the average for the group of 


18 patients. 


Note that standing systolic pressure decreases more than 


standing diastolic, that is, pulse pressure decreased in the standing position. 


the development of symptomatic orthostatic hypo- 
tension, but in all cases moderate reduction in supine 
pressures occurred at the time standing pressures 
were lowest. In 14 of the 18, standing pressure were 
reduced much more than supine values, and in the 
remaining four, supine and standing pressures fell 
about equally. In general, standing systolic pres- 
sures fell more than standing diastolic, so that pulse 
pressure narrowed in the standing position. Little 
or no narrowing of supine pulse pressure occurred. 
Initial doses of 5864-SU of 200 mg., with 100 
mg given on the second day, produced maximum 
decreases in blood pressure within 72 hours, often 
within 48 hours. In a few subjects given 100 mg. 
daily, blood pressure reduction took place more 
gradually, reaching lowest levels in about a week. 
Pressures usually remained at lowest levels for three 
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Though these symptoms of orthostatic hypotension 
can hardly be considered “side” effects, being the 
result of the desired effect of the drug, they were the 
most common, and in fact, the only significant prob- 
lem associated with its administration. In every 
case, resumption of the supine posture relieved all 
symptoms within a few moments, and restored blood 
pressure to normal or hypertensive levels as soon 
as it could be measured. 

Diarrhea occurred in six patients, coincided with 
maximum reduction in blood pressure, amounted to 
3-4 loose stools daily, and readily responded to small 
doses of paregoric. Nausea occurred in four patients, 
with vomiting in one, also at the period of maximum 
blood pressure reduction. No other toxic effects were 
noted. Notably absent were the constipation, paresis 
of visual accommodation, and dry mouth charac- 
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Taste 1—Curnicat Errects or 5864-SU 


Pressure mm. Hg. Bun mg. % 
Aver- 
Dura-| age 
tion | Main- Systolic Diastolic 
Supsecr |, Of  |tenance Sipe Errecrs 
Treat-| Dose Pre- | Treat-| Post- 
— Mg / Con- | Treat-| Con- | Treat- Treat-| ment | Treat- 
— ay trol | ment | trol | ment ment | (2) | ment 
7 (1) (*) (1) 
Lying 168 | 158 | 113 | 102 || Diarrhea 
G.F. 5 50 | Standing |} 170 149 109 94 Orthostatic weakness 23 23 _ 
Lying 190 153 152 109 || Nausea; (mild) 12 12 — 
E.C 12 50 | Standing |} 200 139 152 100 Weakness; (mild) 
Lying 222 209 144 129 Orthostatie syncope *y 
CS 12 50 | Standing |} 220 138 151 95 40-43 59 wit 
Lying 204 180 119 99 Nausea; weakness; orthostatic 
J.H 8 | 25-50 | Standing |) 193 121 113 70 dizziness; syncope; incontinence 63 82 | 59 
Lying 194 155 115 96 || Weakness; dizziness 15 a ae 
O.M 15 | 50-100) Standing |} 174 135 110 86 
Lying 242 191 161 128 || Orthostatie dizziness; diarrhea 
C.R 22 50 | Standing 219 153 163 112 42-46 | 52-78 | 39-50 
Lying 219 | 155 | 129 94 || Diarrhea 
D.P 58 50 | Standing || 185 122 | 125 82 | 15-17 | 29 25 
Lying 206 182 125 114 it None i 
G.A 23 50 | Standing || 184 127 128 85 | 25 30 25 
Lying 190 160 106 88 None 
J.B 10 50 | Standing || 181 125 108 77 37. «| 40-49 49 
Lying 209 187 119 106 || Orthostatie syncope 
R.A 15 100 | Standing |} 194 164 119 86 16 19 — 
Lying 212 162 104 96 || Orthostatie dizziness; weakness 
E.W 20 50 | Standing 171 119 98 70 |} 35-46 | 55-56 | 55 
Lying 208 177 138 105 Orthostatic syncope; diarrhea 23 29 | — 
E.N. 4 50 | Standing || 202 145 138 93 
Lying 212 199 149 132 Confused Ba 
M.B il 100 | Standing |} 201 161 151 118 22-29} 21 | 24 
Lying 194 140 lll 85 || Orthostatic syncope; diarrhea 
G.E. 7 100 | Standing |} 169 108 96 66 || 24 20 15 
| Nausea; vomiting; diarrhea; 
Lying 207 174 105 89 orthostatic dizziness and 
G.D 18 75 | Standing 180 129 110 76 | syncope 12 11 12 
Lying 224 170 159 119 || Orthostatic dizziness every A.M. 
R.H 46 75 =| Standing 208 117 153 83 55 40 59 
Lying 242 187 158 106 Diarrhea 
W.J 41 100 | Standing |} 239 175 159 96 | 39 | 23-46 | 20-22 
Lying 208 182 132 117 || None 14 14 _— 
J.M. 26 350 | Standing |} 212 174 135 110 | 


Foornores: (*) Average of values for the three days just prior to treatment with 5864-SU. 
(1) Average of values for five consecutive days of lowest BP during 5864-SU. 
(2) At time of lowest B.P. 
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teristic of the parasympatholytic effects of ganglion 
blocking drugs. 


CHEMICAL EFFECTS 


Urinary excretion of sodium, potassium, and chlo- 
ride was measured in 24 hour periods for two days 
before 5864-SU and for the first six days of ther- 
apy in 10 patients. Blood pressure was reduced def- 
initely in each patient during the period in which 
urine electrolyte excretion was measured. Sodium 
and chloride excretion was unchanged in seven sub- 
jects, increased by 50 to 100% in two, and decreased 
by 50% in one subject (D.P.) whose blood pressure 
had been lowered from 210/130 to 150/100 supine 
and to 130/85 standing. Potassium excretion was 
unchanged. 

Blood urea nitrogen rose 10 or more milligrams 
per cent in six patients, all of whom had rapid re- 
duction in blood pressure over 3-4 days. In two of 
these patients BUN fell again to control levels after 
5864-SU was discontinued. Very short post-treat- 
ment observation was available in the other four. 
Urinalyses were unchanged in all subjects. Pre- 
liminary observations of glomerular filtration rate 
and renal plasma flow in six subjects suggests that 
filtration rate is reduced slightly, and renal blood 
flow moderately during administration of the drug. 


The question as to whether 5864-SU lowers blood 
pressure by (1) relaxation of arterioles, or (2) by 
dilation of veins and pooling of blood with reduction 
of cardiac output, cannot be answered definitely as 
yet. Orthostatic hypotension and reduction in pulse 
pressure suggest that, in the standing position, blood 
does pool in peripheral veins, with reduction in 
venous return to the heart, in stroke volume, and 
hence in pulse pressure. In the supine posture, how- 
ever, definite reductions in blood pressure were 
achieved in all subjects, without reduction of pulse 
pressure, suggesting the possibility that arteriolar 
relaxation may have occurred. Initial observations 
of cardiac output, measured by indicator dilution, 
in seven of these patients show that cardiac output 
in the supine posture remains the same or rises 
moderately during the period of lowered blood pres- 
sure associated with 5864-SU therapy, suggesting 
that the drug produces arteriolar dilation. In the 
standing position marked reduction in cardiac out- 
put occurred during the further fall in blood pressure 
associated with orthostasis. 

No evidence of hematologic or hepatic toxicity was 
observed as judged by weekly measurement of hemo- 
globin, hematocrit, white cell count, absolute platelet 
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count, serum bilirubin, or serum glutamic—oxaloace- 
tic transaminase activity. 


DISCUSSION 


5864-SU is an agent which lowers blood pressures 
dramatically without the intolerable side effects of 
the ganglionic blocking drugs. Six of the patients 
in this group had been treated previously with one of 
the ganglion blockers, and all had failed to achieve 
satisfactory reduction in blood pressure because of 
unwillingness to tolerate the side effects. Orthostatic 
hypotension is a serious problem with ganglion 
blockers, often requiring cessation of therapy with 
these agents because of its severity and unpredicta- 
bility. Since orthostatic hypotension also occurs com- 
monly with 5864-SU, and since the number of sub- 
jects studied is few and the duration of experience 
short with 5864-SU, it is conceivable that ortho- 
static hypotension may limit its value in the long- 
term therapy of hypertension. The impression gained 
thus far, however, is that 5864-SU will prove less 
toxic than ganglion blockers. 

Spittel et al*, using hydrochlorothiazide as an 
example of the chlorothiazide group, demonstrated a 
16-mm. Hg. decrease in mean blood pressure during 
treatment with hydroclorothiazide, and similar mod- 
erate decreases are the maximum to be expected from 
combinations of reserpine, hydrolazine, and chloro- 
thiazide analogs in our experience. Thus guane- 
thidine (5864-SU) is considerably more potent than 
reserpine, hydrolazine, or chlorothiazide in lowering 
blood pressure. The appreciable incidence of un- 
pleasant symptomatology (orthostatic dizziness and 
fainting) with guanethidine in the doses used in 
this initial evaluation suggests that lower doses be 
employed in further experience with the drug in 
patients with less severe hypertension. 

Information regarding the mechanism of action 
of 5864-SU* may be summarized as follows: 

(1) The agent lowers blood pressure in dogs made 
hypertensive by renal ischemia or carotid nerve 
resection, but not in normotensive dogs. 

(2) It inhibits the hypertensive response to caro- 
tid sinus occlusion in normal dogs. 

(3) 5864-SU relaxes the nictitating membrane 
of the cat’s eye and prevents normal contraction of 
the membrane in response to stimulation of the 
(preganglionic) cervical sympathetic nerves. 

(4) At a time when 5864-SU completely prevents 
contraction of the nictitating membrane in response 
to sympathetic stimulation, such stimulation can pro- 
duce action potentials in the preganglionic sympa- 
thetic nerves stimulated, as well as in post ganglionic 
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nerves, and the nictitating membrane is hypersen- 
sitive in response to injected non-epinephrine. 
From these data, the conclusion is reached that 
5864-SU prevents release of the transmitter sub- 
stance from post ganglionic sympathetic nerves or 
prevents its diffusion to the effector cells, but does 
not block the receptor site in the effector (smooth 
muscle) cells, or produce ganglionic blockade. 


SUMMARY 

Octahydro azocinyl ethyl guanidine (suanethi- 
dine) has demonstrated dramatic hypotensive effects 
in 18 hospitalized patients with severe hypertensive 
disease. The agent is slow in onset of action, has 
a duration of action approaching two weeks, and has 
novel chemical structure and pharmacologic action. 
It does not produce the parasympatholytic side effects 
characteristic of ganglionic blockade. 

Though the number of patients and duration of 
follow-up are inadequate to determine its final role 
in the treatment of hypertension, the potency of the 
agent suggests further evaluation of its usefulness 
to be indicated. 

Postural hypotension was a common accompani- 
ment of administration, and limited the reduction in 
blood pressure in the supine position, but marked 
reduction of standing blood pressure was achieved 
in all 18 patients, each of whom had severe hyper- 
tensive vascular disease. Side effects, diarrhea and 
nausea, were mild. No evidence of severe toxicity 
was noted in follow-up periods of 3 to 8 weeks. 


Because of recent accidents occurring from chil- 
dren playing with plastic bags found in the home, 
the Richmond Pediatric Society is desirous of dis- 
seminating information to parents in order to prevent 
further deaths. 


It has accordingly been suggested that members 
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of the Society place in their waiting rooms appro- 
priate publicity on the subject. This is available in 
a pamphlet called, “Plastic Film, Correct Use and 
Misuse”’, copies of which may be obtained by writing 
to: Society of Plastic Industries, 250 Park Avenue, 
New York City. 
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Popliteal Aneurysms 


OPLITEAL ANEURYSMS are of considerable 

importance because it has long been known that 
these lesions carry an extremely poor prognosis for 
the life and function of the limb unless they are 
properly treated. 

Austin and Thompson‘ have divided the method 
of management of popliteal aneurysms into five 
periods. 

The first period is the pre-Hunterian era which 
extended from ancient times until 1785 and was 
primarily an era of amputation. Mr. Everard 
Home,”, in writing his friend, Dr. Simmons, in 
1785, gave an account of Mr. John Hunter’s method 
of performing the operation for the popliteal aneu- 
rysm. Hunter ligated the femoral artery in the 
thigh on December 12, 1785, and this probably repre- 
sents the first definitive treatment for a popliteal 
aneurysm. The Hunterian ligature was the method 
of choice for definitive therapy for the next hundred 
years. 

Then in 1888, Dr. Rudolph Matas of New 
Orleans developed the operation of endoaneurys- 
morrhaphy. Dr. Matas™ reported in 1920 in Sur- 
gery, Gynecology and Obstetrics a series of one 
hundred sixty-four operations for popliteal aneu- 
rysms with only one death and only eight cases 
of gangrene. It is of interest to Virginians that 
Dr. J. Shelton Horsley, Sr., and Dr. C. C. Coleman, 
Sr., of Richmond, were working in this field also 
and commented favorably upon Dr. Matas’ work. 

In 1931 Mulvihill and Harvey” at Yale conducted 
very extensive and excellent studies on collateral cir- 
culation. They showed that lumbar sympathectomy 
increased the blood flow and collateral circulation 
development of an extremity. Lumbar sympathec- 
tomy became an established addition to the endo- 
aneuroysmorrhaphy surgical procedures in 1934, 
opening the fourth period of management. 

The era of vascular grafting began in 1954. Ac- 
tually the work of Dr. Robert Gross in Boston on 
vascular grafting for coarctation of the aorta formed 
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the basis for this tremendous step forward in the 
management of popliteal aneurysms. 

The incidence of popliteal aneurysms is unknown, 
because the popliteal fossa is not usually examined 
at autopsy. Throughout the years a surprising num- 
ber of these aneurysms have been reported in the 
literature. In 1847 Crisp reported five hundred 
fifty-one cases of aneurysms, twenty-five percent of 
which arose from the popliteal artery.2* Subsequent- 
ly, Matas” reported his rather extensive experience. 
Mont Reid® analyzed all the aneurysms in the Johns 
Hopkins Hospital in 1926 and found sixteen cases 
of popliteal aneurysms. 

It is certainly true that popliteal aneurysms are 
less frequent than aortic aneurysms and are more 
commonly found in older men.** They are often 
associated with other aneurysms, particularly those 
in the abdominal aorta. Sometimes popliteal aneu- 
rysms are bilateral. 

The etiology of these aneurysms is usually arterio- 
sclerosis.1®15.1%.28 A lesser percentage are traumatic. 
The majority of the traumatic aneurysms are related 
to external trauma, but there are some aneurysms of 
the popliteal artery due to orthopedic problems, such 
as exostoses, osteochondromata, etc.'?732_ A very few 
of these aneurysms are syphilitic, mycotic” or con- 
genital. Frequent bending may be a factor in the 
development of popliteal aneurysms. 

The majority of the arteriosclerotic aneurysms in 
the popliteal fossa are true aneurysms, while the 
traumatic ones are usually false. Figure 1 illustrates 
that a true aneurysm is one in which the wall is 
weakened and dilated, whereas the wall of the false 
aneurysm is actually formed by the adjacent tissues.” 

The diagnosis of this condition should not be very 
difficult. The patient will often give a history of 
claudication or of a popliteal mass. They may be 
pain due to pressure on the adjacent nerves. Phys- 
ical examination is most readily performed with the 
knee flexed approximately 30 degrees, as this posi- 
tion relaxes the tendons and muscles of the popliteal 
area and allows easier palpation of the popliteal 
artery itself. A firm mass can usually be felt in 
the popliteal area with expansive pulsation. Auscul- 
tation should then be carried out and in the typical 
aneurysm a systolic bruit can be heard. If the 


MepicaL MontTHLY 


| 
q 
© 


1s in 
the 
rates 
ll is 
false 
ues.” 
very 
ry of 
iy be 
Phys- 
h the 
posi- 
liteal 
liteal 
elt in 
uscul- 
ypical 
if the 


aneurysm has undergone thrombosis there will be 
no definite pulsation or murmur. The diagnosis is 
further aided by the presence of various complica- 
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tions of the aneurysm which will be discussed later. 
It is important that the vascular and neurological 
status of the extremity distal to the aneurysm be 
noted. 

Routine x-rays of the area should be taken to 
rule out orthopedic conditions. Special studies are 
not usually needed.*® Oscillometer readings and skin 
temperature studies are interesting but not absolutely 
necessary. In some cases a femoral arteriogram 
should be done primarily to evaluate the outflow 
pattern distal to the aneurysm. However, the ma- 
jority of patients do not need a femoral arteriogram 
and these contrast media studies should not be 
performed routinely because of the risks attached to 
them. Not only is there the danger of various reac- 
tions to the intraarterial dye injection but also subse- 
quent difficulties such as skin necrosis may occur. 

The most common popliteal masses are of a cystic 
nature. Bursas may be found and simulate a pop- 
liteal aneurysm. A Baker’s cyst is a common malady 
in this area. On rare occasions greatly dilated vari- 
cose veins may be mistaken for a popliteal aneurysm. 
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These veins are usually a part of the lesser saphe- 
nous system and not of the greater system. Some 
infections in the popliteal area may be mistaken 
for an aneurysm. Soft tissue tumors are rare in this 
area but do occur and neurogenic tumors and muscle 
tumors should always be considered in the differential 
diagnosis. Routine x-rays of the popliteal area will 
usually rule out abnormalities of the bone but bone 
tumors and infection are important considerations. 

Before discussing the therapy of popliteal aneu- 
rysms it is important to briefly review the anatomy of 
this area.'8 The popliteal space is a lozenge 
shaped space formed by the hamstring muscles and 
the two heads of the gastrocnemius muscles. Figure 
2 shows the more superficial dissection of the pop- 
liteal area and mainly illustrates the division of 
the sciatic nerve into the posterior tibial nerve and 
the common peroneal nerve. These nerves are the 
most important superficial structures in the popliteal 
space. 

Figure 3 shows a deeper dissection of the popliteal 
area and illustrates that the popliteal artery is the 
deepest structure in this area. The nerve is the most 
superficial with the vein being intermediate, and 
the popliteal artery itself lies at the base of the 
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Dr. Jere Lord,’ of New York University Post- 
graduate Medical School, has recently reviewed the 
clinical behavior and operative management of pop- 
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liteal aneurysms. He has called attention to the 
importance of the collateral circulation about the 
knee. Figure 4 shows that this collateral circulation 
is primarily formed by the superior genicular arteries 
and the inferior genicular arteries. 
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There are five major complications of popliteal 
aneurysms which are illustrated in Figures 5-9. These 
complications are important in making the diagnosis 
and also of considerable significance in the therapy 
and prognosis. 

Ormand Julian and his group" in Chicago have 
placed considerable emphasis on the obstruction of 
the anterior tibial artery which results from elonga- 
tion of the popliteal artery as the aneurysm grows. 
This is illustrated in Figure 5. 
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Another possible complication is a total throm- 
bosis of the aneurysm resulting in ischemic gangrene 
of the foot. This is illustrated in Figure 6. 
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Another difficulty that may arise is that the 
aneurysm will grow to such a size that it will par- 
tially or totally occlude the adjacent popliteal vein 
and result in edema of the lower leg and foot. This 
is illustrated in Figure 7. 

In some aneurysms which develop a mural throm- 
bus, the small particles of the thrombus break loose 
and become emboli in the posterior tibial or anterior 
tibial artery. This may result in gangrene of the 
area supplied. This is illustrated in Figure 8. 

One of the most dreaded complications is, of 
course, rupture of the aneurysm itself. This is il- 
lustrated in Figure 9. 

Because of these five potential complications it 
is felt that surgical therapy is the treatment of choice 
for all cases of popliteal aneurysms." Even pa- 
tients in poor general condition can be managed 
satisfactorily surgically under spinal, epidural, or 
even local anesthesia. 

A pneumatic tourniquet has no place in the sur- 
gical treatment of this problem. 

Figure 10 shows the proper positioning of the 
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patient for the posterior approach to the popliteal 
space. In the direct surgical approach to arterio- 
sclerotic peripheral arterial occlusive disease in 
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which bypass grafting is contemplated, the medial 
approach to the popliteal artery is of considerable 
value but in aneurysm surgery the posterior approach 
gives much better exposure.®.” 

The incision is made so that it is curved in the 
region of the skin creases to avoid any postoperative 
contracture. After the skin incision is made, some 
short, but thick, flaps are developed. It is quite 
important that these flaps be thick, as postoperative 
skin edge necrosis often occurs when the flaps are 
too thin. Then the fascia is opened and the popliteal 
space is dissected out. Control of the artery above 
and below the aneurysm is to be obtained first, prior 
to dissection of the aneurysm itself. 

Figure 11 shows the sciatic nerve and its branches 
having been dissected out and carefully retracted. 
The popliteal vein has been dissected away from the 
aneurysm and is carefully protected. Incidentally, 
in some cases the vein may be quite adherent to the 
aneurysm and it may be necessary to leave a portion 
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of the aneurysm on the vein. Then the aneurysm 
itself is freed up with care being taken to dissect 
close to the aneurysm so as not to destroy any of 
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the valuable collateral circulation. Gentle handling 
of the vein is essential to lessen the incidence of 
postoperative venous thromboembolic disease. After 
the. area is well exposed, then the exact mode of 
surgical therapy must be decided upon. 
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The Matas endoaneurysmorrhaphy procedure still 
has a place in the management of popliteal aneu- 
rysms.'* There are actually three of these procedures 
available, the first being the obliterative endoaneu- 
rysmorrhaphy in which the aneurysmal sac is sutured 
down so as to close the lumen and crush the aneu- 
rysm. The restorative endoaneurysmorrhaphy and 
the reconstructive endoaneurysmorrhaphy eliminate 
the aneurysm but leave a patent arterial channel. 
These are shown in Figure 12. 
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Probably the most popular method of treatment 
at the present time is excision of the aneurysm and 
restoration of the arterial continuity by means of 
a vascular graft.43 Figure 13 illustrates the types 


of vascular grafts which are available. These are 
the autologous graft of which the venous graft is 
more practical than the arterial. Venous inlay grafts 
are sometimes of value. The homologous arterial 
graft is the most used one at the present time.* 
The prosthetic grafts are of considerable value and 
will probably supplant the homologous arterial graft 
as the most suitable replacement material. There 
is considerable work underway to determine the best 
of these artificial grafts. The Tapp-Edwards prin- 
ciple of accordian-like pleating has become relatively 
well standardized but the exact composition of the 
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Fig. 12 


preferred material still varies between orlon, dacron 
and teflon. 

Certain ancillary surgical procedures are impor- 
tant. The first of these is lumbar sympathectomy. 


OBLITERATIVE 
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In cases in which the vascular continuity cannot be 
restored and good peripheral pulses are not present, 
then a lumbar sympathectomy is of considerable 
value.*t In cases where there has been total throm- 
bosis of the aneurysm with no peripheral pulses 
distal to the aneurysm, it might be wise to do a 
preliminary lumbar sympathectomy, followed later 
by one of the Matas procedures.® 

Postoperative anticoagulants are important and 
these may be administered either systemically or 
by local intraarterial drip. No definite generaliza- 
tion can be made concerning the length of time to 
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administer anticoagulants but certainly anticoagulant 
therapy during the hospital stay and in the imme- 
diate postoperative course is of value. The anti- 
coagulants serve to lessen the venous complications 
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secondary to the aneurysm and secondary to the 
surgical dissection in the region of the popliteal 
vein. 

Of course, all patients who have had peripheral 
vascular surgery shoull be taught the importance of 
good foot hygiene, proper fitting shoes, abstinence 
from tobacco, etc. 

Amputation has no place in the therapy of pop- 
liteal aneurysms except as a last resort. 

Three cases will be cited briefly to illustrate and 
summarize the problem. 

The first case was R.M., a 61 year old colored 
male, who had a popliteal aneurysm which was ex- 
cised and vascular flow restored through an autol- 
ogous saphenous vein graft. The patient has main- 
tained good peripheral pulses and has done well 
except for some chronic edema which has responded 
nicely to conservative management consisting pri- 
marily of an elastic stocking, elevation and low salt 
diet. 

The second case was F.L., a 65 year old white 
male, whose totally thrombosed popliteal aneurysm 
was excised and a lumbar sympathectomy was done. 
The arterial continuity could not be restored due to 
distal vessel thrombosis. The postoperative result 
has not been good in this patient as he still has calf 
pain after walking one block. Possibly this patient 
would have been better managed by preliminary 
lumbar sympathectomy followed at a later date by 
a Matas obliterative endoaneurysmorrhaphy. 

The third patient was F.C., a 61 year old white 
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male, who was found to have a popliteal aneurysm 
with good pulses below. This partially thrombosed 
aneurysm was excised and an end-to-end arterial 
homograft was inserted. This patient has had an 
excellent postoperative course with excellent periph- 
eral pulses. He seems to have been entirely re- 
habilitated. 


Therefore, in summary, it should be stated that 
popliteal aneurysms are more frequent than com- 
monly believed. They are easily diagnosed primarily 
by physical examination. The potential complica- 
tions are obstruction of the anterior tibial artery, 
total thrombosis, popliteal venous obstruction, distal 
embolization and rupture. Because of these poten- 
tial complications, surgery should be the treatment 
of choice. The ideal surgical therapy is excision of 
the aneurysm and restoration of the vascular con- 
tinuity by a graft. 
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City people see their dentist more often than do 
their country cousins, reports the Health Insurance 
Institute. 

Dental care statistics from the Government’s Na- 
tional Health Survey Program covering the year from 
July 1957 to June 1958 show that city residents go 
to a dentist an average of 1.9 times a year as com- 
pared to 1.2 visits a person per year among the rural 
population. This makes for a national rate of 1.6 
dental calls annually. 

A more detailed survey by the U.S. Public Health 
Service has found that only 36%, or 61 million per- 
sons, saw a dentist during the year under study. 

Women seemed to be more mindful of the need 
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for dental care than men, the Survey also showed. 
The proportion of females who visited a dentist was 
38%, as against a rate of 34% among males. 

The number of persons who have no teeth total 
nearly 22 million in the U.S., about 13% of the 
population. 

The eventual price of this dental neglect is re- 
flected in the fact that Americans had an estimated 
1958 dental bill of $1.8 billion. 

The Survey data disclosed that the most common 
work done at the dentist’s office was. drilling-and- 
filling. In about 43% of the dental visits, fillings 
were done. Some 17% of visits were for extractions 


and 10% of visits were for cleanings. 
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Problems Presented by the Jaundiced Newborn 


T THE PRESENT TIME there is a revival 

of interest in pediatric circles in the problem 
of hyperbilirubinemia. It seems appropriate, there- 
fore, to report a study of infants frora a large teach- 
ing center who presented clinical jaundice during 
the newborn period. The charts of all infants born 
during 1957 at the Medical College of Virginia Hos- 
pitals or admitted under one month of age who de- 
veloped significant jaundice in the neonatal period 
have been reviewed. During this year, a total of 
161 children manifested jaundice of such degree as 
to warrant special attention by their physicians. 
This was greatly facilitated by the use of the micro- 
bilirubin determination’. These patients are evalu- 
ated as to the etiology of their jaundice and their 
management is reviewed in the light of current 
concepts of therapy. This is merely a retrospective 
study of the records of previously admitted infants 
and is not a complete clinical investigation. 


HISTORICAL 


Considering the fact that approximately two- 
thirds of all newborn infants will manifest jaundice 
in the neonatal period, it is not surprising that in- 
vestigators have delved into the causes of this phe- 
nomena. In 1913 Ylppo* and Hirsh* published 
works on neonatal hyperbilirubinemia recognizing 
its common occurrence and variability of degree. Bela 
Shick emphasized the large part played by the 
placenta*. Twelve years ago, Dr. Weech’s classic 
lecture on the “Genesis of Physiologic Hyperbili- 
rubinemia” viewed it as an “explosion which marked 
the infant’s entry into the world” and discussed the 
causes for the amazing phenomena®. Further inves- 
tigation by Hsia, Gellis, and co-workers*® on the 
variations and durations of jaundice in full term 
and premature infants has added understanding. 
Recently Holman’ has compared Negro and white 
infants and has re-emphasized the longer duration 
of hyperbilirubinemia in the more immature infant. 

Non-jaundiced infants excrete bilirubin and uro- 
bilin in their stools from birth. Snelling® found this 
excretion to be delayed in jaundiced babies. and 
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increased as their jaundice faded after the third 
day. Numerous studies by Driscoll, Billing,” 
Lathe," and others now suggest that functional im- 
maturity of the liver enzyme system is the major 
factor present. Jaundice is usually not evident until 
the blood level is 4 mg.%. In many cases it is not 
easily visible then. 

An understanding of the other causes of jaundice 
in the newborn period which requires active therapy 
is essential. If the onset is under 48 hours, detailed 
study is required. The problem of erythroblastosis 
fetalis with its incompatibility between the blood 
groups of the mother and child has been understood 
almost 20 years. During this period, not only Rh 
sensitization has been clarified, but the more elusive 
ABO incompatibilities have also emerged in a more 
definite pattern. Even the rarer blood groupings can 
be checked in major laboratories and any existing 
incompatibilities determined. The indications for 
replacement transfusion and its urgency in these 
cases is better appreciated. 


Kernicterus may be a complication in 15% to 
30% of untreated erythroblastotic infants and may 
kill 70% of these, but kernicterus is not exclusively 
a complication of Rh and ABO incompatibilities. 
Indeed, it has been found in association with other 
causes of hyperbilirubinemia such as sepsis and 
severe physiologic jaundice. Zuelzer™ in a study of 
55 cases of kernicterus found that over half were 
caused by problems other than Rh erythroblastosis. 

The combination of sepsis and prematurity makes 
for a particularly difficult problem. An immature 
brain with an immature liver to excrete bile must be 
unusually vulnerable. Vaughan,“ Harris,” and oth- 
ers have shown that jaundice may be great in pro- 
portion to anemia so that one cannot predict kernic- 
terus infallibly, although prematurity and a high 
intensity of maternal sensitization are guides. Recent 
studies by Nasralla and co-workers'® appear to con- 
firm the theory that an increased incidence of ker- 
nicterus occurs in prematures because of the greater 
permeability of the blood-brain barrier for indirect 
bilirubin. Drugs such as sulfonamides and the 
excessive use of vitamin K* have been incriminated 
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as aggravating factors in kernicterus especially in 
immature infants where this blood-brain barrier is 
vulnerable. 

Miller and Reed" have shown recently in a study 
that anoxia may predispose to kernicterus and death 
when associated with hyperbilirubinemia. This obser- 
vation would appear to be related to that of Brown 
and Zuelzer™ who have shown that the concentration 
of bilirubin correlates significantly with the degree 
of cyanosis. It would seem then that some factor, 
perhaps that of hypoxia, has a part in the develop- 
ment of kernicterus in addition to the absolute level 
of indirect bilirubin. 


MATERIALS AND METHODS 


From January 1 to December 31, 1957, a total 
of 6,075 infants were delivered in the hospitals of 
the Medical College of Virginia. These infants were 
divided as shown in Table I. 


Taste I 


BirtHs MCV 1957 
Term White 2,367 
Term Negro _______ 3,226 


Premature White ___ 156 
Premature Negro ____ 326 


Total Term -____-- 5,593 Total Premature ____ 482 
Grand Total All Births__.________ 6,075 
Incidence Negro Premature_________ 10.1% 
Incidence White Premature 6.5% 
Overall Premature Incidence________ 8.6% 


During this period of time, a total of 161 babies 
presented clinical problems of jaundice during the 
first month of life. Ten of the infants included in 
the study were outside deliveries admitted to the 
hospital during the neonatal period. The group 
studied was composed of 80 white infants and 81 
Negroes. Seventy-three of the babies were male; 88 
were female. 


BIRTH WEIGHTS OF JAUNDICED INFANTS 
STUDIED — 158 OF I61 INFANTS 


NUMBER 26 
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Figure 1 
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Birth weights were obtained on 158 of the 161 
infants in the study and are shown in Figure 1. The 
range in weights was from 1,000 gm. for the smallest 
infant in the study to 4,250 gm. for the largest. 
Approximately 30% of the total group was of a 
weight less than 2,500 gm., and thus, for the purpose 
of this study considered premature. 

In reviewing the records of the 161 infants in the 
jaundiced group, an attempt was made to establish 
the etiology of the hyperbilirubinemia in all cases 


(Table II). 
Tasre II 


PROVEN OR PRESUMPTIVE ETIOLOGY OF JAUNDICE 
161 Infants 
“Physiologic” Jaundice 


Erythroblastosis 

Due to Rh Incompatibility__________ 27 

Due to ABO Incompatibility_______ 12 


Inspissated Bile Syndrome ______ 3 


As sulfonamides and high doses of vitamin K are 
not used during the neonatal period in this hospital, 
no cases of jaundice associated with these agents were 
observed. In several of the infants in the series, more 
than one of these factors was believed to apply. One 
infant developed the inspissated bile syndrome fol- 
lowing hyperbilirubinemia due to ABO incompati- 
bility; two others developed the inspissated bile syn- 
drome following sepsis. Other patients were thought 
to become intensely jaundiced because of sepsis 
coupled with neonatal physiologic jaundice. Many 
of the diagnoses were made from an entirely clinical 
standpoint. 

All of the infants who were hospital deliveries 
were examined by the newborn service during the 
first 24 hours of life or by their private pediatrician. 
This group of jaundiced infants, then, was composed 
of all who were sufficiently icteric to have been so 
charted and/or all infanis in whom the bilirubin 
determination when drawn was found to be in excess 
of 3 mg.% total. 


PHYSIOLOGIC JAUNDICE 
The jaundice apparent in 103 of the infants 
studied was thought to be of physiologic origin. 
When one considers that slightly over 6,000 infants 
were delivered during the period of time covered in 
this report, the finding of physiologic jaundice in 
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only 103 infants or 1.7% seems a very low figure 
indeed. The usually stated incidence of physiologic 
jaundice is from 30 to 80% of all newborns. Such 
a discrepancy is explained by several factors. First, 
the diagnosis of jaundice was not listed at the time 
of discharge on many infants who showed only mild 
icterus, and their charts were not coded. Secondly, 
many infants who showed faint jaundice especially 
after 36 hours of age were not subjected to bilirubin 
determinations if the origin of their jaundice was 
believed to be physiologic. Thirdly, most normal 
newborn Negro infants born in St. Philip Hospital 
are discharged home on the second day of life, and 
thus, jaundice which appears after this time goes 
undetected. 

Fifty-nine of the physiologically jaundiced infants 
were white, 49 were Negro; 45 were male, 58 were 
female. The range in weights for these infants 
is shown in Figure 2. The infants of premature 


PHYSIOLOGIC JAUNDICE 
BIRTH WEIGHTS 


103 INFANTS 
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Figure 2 


birth weight represented approximately 31% of the 
total group. 

In view of the common feeling that clinical jaun- 
dice of physiologic origin is seldom manifested under 
36 hours of life,” the 103 infants in this group were 
reviewed relative to the hour of life at which icterus 
was first detected (Table III). Twenty of the 103 
infants were detected as being icteric prior to 36 
hours of age. Six of the infants or 5.5% showed 
clinical jaundice during the first 24 hours of life. 

Serum bilirubin determinations were done at least 
once on 76 of the infants and on many of them 
multiple determinations were done. The maximum 
392 


III 


PHYSIOLOGIC JAUNDICE 
ONSET OF VISUALLY APPARENT JAUNDICE 
103 Infants 


36-48 hours of age 8 
48-72 hours of age 28 
Over 96 heute of abe 29 


bilirubin level attained in these infants is shown in 
Table IV. Thirteen of the 76 babies (17%) attained 


Taste IV 
PHYSIOLOGIC JAUNDICE 
MaximuM ToTaL SERUM BILIRUBIN ATTAINED 
76 of 103 Infants 


a maximum bilirubin level in excess of 20 mg.%. 
This is not inconsistent with the diagnosis of physi- 
ologic jaundice, particularly in a group in which 
31% of the infants were premature. It is higher 
than usually seen in term babies. None of the in- 
fants received replacement transfusions. As far as 
can be determined from this short term follow-up 
and with the exception of the child next described, 
none of the other infants have shown any ill effects 
from their hyperbilirubinemia. 

One death did occur in this group. The case was 
that of a 1,000 Gm. Coombs negative infant born 
of a type O, Rh positive mother. Jaundice appeared 
at 72 hours of age; the maximum total bilirubin level 
attained was 20 mg.%. The child seemed to im- 
prove clinically and she was not exchanged. She 
died suddenly under circumstances which may have 
pointed to aspiration. No necropsy was obtained. 
While it cannot be said with certainty from the 
information presented that this was not a case of 
erythroblastosis due to ABO incompatibility, the 
bilirubin range was in keeping with that of a normal 
premature infant of this birth weight. 


ERYTHROBLASTOSIS DUE TO 
Rh INCOMPATIBILITY 


A total of 27 infants were diagnosed as being 
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jaundiced clinically because of Rh incompatibility 
during the year 1957. The range in weights of these 


27 infants was from a high or 4,250 Gm. to a low. 


of 2,330 Gm. In these Rh incompatibility children, 
jaundice was first detected on physical examination 
at the 23rd hour of life on the average, the range 
being from the 2nd hour of life to the 50th hour. 
Thirteen of the infants or almost one half of them 
required replacement transfusion at least one time; 
one infant was exchanged two times; and two infants 
were exchanged three times. All of the exchange 
transfusions were done by the umbilical route and 
in no instance was serious difficulty with the ex- 
change technique encountered. In general, a two 
volume replacement was attempted. 

In 16 of the 27 infants in this Rh category, a cord 
bilirubin determination was made at the time of de- 
livery. The range of total bilirubins done on samples 
of cord blood was from a low of 1.6 mg.% to a high 
of 7.6 mg.%. It was found that the average cord bili- 
rubin on the infants who required an exchange was 
4.6 mg.% whereas cord bilirubin on the infants who 
did not require exchanges was 1.8 mg.% total bili- 
rubin. During the year studied, there were two deaths 
from Rh incompatibility. The first death was that of a 
premature infant born of Type O, Rh negative mother. 
A previous sibling had required a replacement trans- 
fusion. Maternal antibody titer was 1:128 prior to 
delivery. The infant’s type was group B, Rh posi- 
tive and a cord Coombs was 4 plus reactive. Serum 
bilirubin on the cord sample was 4.8 mg.% total. 
The child showed hydrops at birth and ceased one 
hour after delivery while preparations were under- 
way for a replacement transfusion. Of particular 
interest are the cord blood hemoglobin determination 
of 3.7 Gm.% and the post-mortem findings of hepa- 
tomegaly, splenomegaly, anasarca and acites (200 
cc.), amemia, and cardiac dilatation, secondary to 
anemia. 

The other death believed attributable to Rh incom- 
patibility was that of a premature infant born of 
a type O, Rh negative mother pregnant for the 16th 
time. She had previously delivered two stillbirths. 
Her antibody titer was 1:256. The infant was type 
O, Rh positive. Cord blood at the time of delivery 
revealed a hemoglobin of 14.0 Gm.% and a total 
bilirubin of 2.3 Mg.% Coombs test on the cord 
blood was a 2 plus reaction. At the time of delivery, 
the child was noted to be extremely difficult to 
resuscitate and was apneic for a period of almost 
30 minutes requiring manual resuscitation. At no 
time during life did this infant show adequate res- 
pirations. 
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Clinical jaundice became apparent at approxi- 
mately the 50th hour of age, and the infant was 
exchanged at 55 hours when the pre-exchange bili- 
rubin had reached a level of 15.8 mg.% total. The 
infant continued to show a downhill course and died 
approximately 60 hours after the exchange trans- 
fusion when the bilirubin was reported as 6.4 mg.% 
total. At post-mortem examination, there were find- 
ings compatible with the diagnosis of kernicterus. 
This case is particularly interesting in the light of 
recent work which has already been referred to relat- 
ing to the roll of hypoxia in relation to hyperbili- 
rubinemia in the production of kernicterus. 


ERYTHROBLASTOSIS DUE TO ABO 
INCOMPATIBILITY 


During 1957, 12 infants at the Medical College 
of Virginia developed jaundice which was believed 
to be on the basis of ABO incompatibility. Un- 
doubtedly, many mild cases of ABO incompatibility 
went undetected for the same reasons mentioned 
when discussing physiologic jaundice. Of the 12 
infants studied, three were of premature birth weight. 
The smallest infant weighed 2,395 Gm., and the 
largest weighed 3,870 Gm. The average age of 
detected jaundice was 25 hours, the range being 
from one to 48 hours. 

Four of the 12 babies with ABO incompatibility 
required replacement transfusions. They were ex- 
changed at 60, 33, 18, and 30 hours respectively. 
None of the infants required a second exchange. 
There were no fatalities in the group, and none of 
the babies had shown evidence of neurological dam- 
age from hyperbilirubinemia at the time of discharge 
from the hospital. 


SEPSIS 


During the 12 month period covered by this study, 
20 infants were thought to have sepsis as the basis 
for their overt clinical jaundice. Blood cultures were 
taken in each patient, but in only five of the infants 
was positive bacteriological isolation attained. It 
was felt, however, that such findings as unstable 
temperature curve, lethargy, anorexia, abdominal 
distention, and failure to gain weight, when com- 
bined with visible jaundice, justified the diagnosis 
of sepsis in spite of the lack of bacteriologic proof. 
In the five cases in which positive cultures were 
obtained, E. coli was grown from two patients, and 
Staph aureus coagulase positive was the offending 
organism in the other three. No growth was obtained 
on various types of cultures taken from the other 
15 infants. 


393 


Thirteen of the twenty infants were of premature 
weight. 

The average age at which jaundice was first de- 
tected was 6.5 days with the very wide range of 
from 36 hours of age to 26 days of age. Five of the 
20 infants did not become jaundiced until after the 
first week of life. 

As a possible source of the sepsis, Table V is of 
interest. 


TABLE V 


Jaunpice Due To Sepsis 
Possible source of infection 


20 Infants 

Impetigo or Pyoderma 

Membranes ruptured over 36 hours 
3 
22 


Seven of the 20 infants in the septic group died 
despite vigorous therapy which included antibiotics 
in all cases. Of the seven who died, six were of 
premature weight. 

Tie maximum bilirubin level attained by 18 of 
20 infants with sepsis is presented in Figure 3. 


JAUNDICE DUE TO SEPSIS 


MAXIMUM TOTAL BILIRUBIN DETERMINATION ATTAINED 
18 INFANTS 


NUMBER 
oF 


CASES 


TOTAL BILIRUBIN (mg %) 


Figure 3 


Nine of the infants or one half of them had a maxi- 
mum bilirubin level in excess of 20 Mg.%, but none 
of the infants had exchange transfusions. 

Since some authorities believe that a bilirubin 
level in excess of 20 mg.% is an absolute indication 
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for a replacement transfusion regardless of the in- 
fant’s weight and regardless of the cause of the jaun- 
dice, one wonders if such a procedure might have 
been life saving in some of these patients. Figure IV 
shows the maximum bilirubin value attained in six 


JAUNDICE DUE TO SEPSIS 


MAXIMUM TOTAL BILIRUBIN DETERMINATION 
ATTAINED IN 6 OF 7 INFANTS WHO DIED 


Rss CLINICAL DIAGNOSIS OF POSSIBLE KERNICTERUS MADE 
NO POST— MORTUM EXAMINATION PERMITTED 


WZ NOT CONSIDERED CLINICALLY TO SHOW KERNICTERUS 
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of the seven babies who died. In three infants, the 
diagnosis of kernicterus was suspected clinically 
but was unsupported since permission for necropsy 
was denied. In three other cases with equal or higher 
bilirubin levels, there was no evidence of kernicterus 
at the time of necropsy. It can be said that kernic- 
terus did not occur as a result of excessively high 
levels of indirect bilirubin in these patients, and 
thus, a replacement transfusion would not have al- 
tered their ultimate prognosis. There is an insuffi- 
cient number of cases here to warrant any general 
conclusions on this matter. Septic infants, par- 
ticularly those in the premature weight range, may 
not tolerate a procedure such as an exchange trans- 
fusion. The statistical chance of developing kernic- 
terus from hyperbilirubinemia may be less than that 
of the morbidity and mortality associated with a 
replacement transfusion under these adverse condi- 
tions. 


SUMMARY 


Of the slightly more than 6,000 children who were 
either born in or admitted to the hospitals of the 
Medical College of Virginia during their neonatal 
period in the year 1957, 161 babies were sufficiently 
jaundiced to warrant diagnostic studies. In the 
majority of those studied (64%), the jaundice was 
found to be of “physiologic” nature only, such diag- 
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course and lack of noticeable morbidity. 


A total of 39 infants showed jaundice in associa- 
tion with erythroblastosis due either to Rh or ABO 
incompatibility. The generally accepted methods of 
treatment with replacement transfusions in 17 babies 
were satisfactory, and only two deaths occurred, these 
in infants severely ill at birth. 

During 1957 the only infant proven to have kernic- 
terus at necropsy at the Medical College of Virginia 
was an erythroblastotic premature infant whose total 
bilirubin never exceeded 16 mg.% but in whom 
hypoxia was evident. 


The 20 infants with jaundice thought to be of 
septic origin were of particular interest. In this 
group, the incidence of prematurity and death was 
striking. Seven of the infants died in spite of anti- 
biotic therapy, the maintenance of fluid and nutri- 
tional requirements, and general supportive care. 
Two of these infants, however, were moribund on 
arrival from home and died within nine hours of 
admission. 


The chief cause of morbidity and mortality among 
jaundiced infants at MCV during the year studied, 
and the factor which is thought to have been respon- 
sible for 70% of the deaths of all jaundiced infants 
under one month of age was sepsis, particularly 
sepsis when coupled with prematurity. Vigorous 
therapy which, however, did not include exchange 
transfusion appeared to be notably unsuccessful in 
these severely ill patients. 
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Venom Poisoning 


POISONOUS SNAKEBITE accident gen- 
erally is considered a medical emergency. Some 
physicians have difficulty in identifying poisonous 
snakes even when the victim brings the snake to the 
hospital. Moreover, oftentimes it is not easy to dis- 
tinguish the wound produced by a venomous snake 
from that produced by a harmless snake. Most peo- 
ple believe that bites inflicted by poisonous snakes 
invariably result in venenation (venom poisoning). 
The purpose of this report is to discuss ways to 
identify the poisonous snakes found in the United 
States, to review the signs and symptoms of snake 
venom poisoning, and to describe the phenomenon 
of bites by poisonous snakes which result in no 
venom poisoning whatsoever. Obviously, the treat- 
ment of a poisonous snakebite resulting in acute 
venom poisoning would differ from the treatment of 
a poisonous snakebite resulting in no venenation. 
The latter type of poisonous snakebite would be 
treated more like a non-poisonous snakebite. 
Porges' estimated that between 2,000 and 3,000 
persons are bitten by poisonous snakes each year 
in the United States. However, there are no reliable 
statistics on the incidence of snakebites in this 
country, and Porges’ estimate may be far too low. 
Parrish* reported that there were 71 deaths resulting 
from poisonous snakebites in this country during 
the period from 1950 through 1954—an average of 
about 14 deaths per year. Most of these fatal snake- 
bites happened in the southern and southwestern 
states. 


POISONOUS SNAKES 


The poisonous snakes indigenous to the United 
States include the Crotalidae or pit vipers and the 
Elapidae or coral snakes. The genera of pit vipers 
are the Crotalus, or rattlesnakes; the Ancistrodon, 
or moccasins (including the copperhead moccasin 
and the cottonmouth moccasin); and the Sistrurus, 
or pigmy rattlesnakes. The characteristic features of 
pit vipers (rattlesnakes, cottonmouth moccasins and 
copperhead moccasins) are shown in Figure 1. The 
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Poisonous Snakebites Resulting in Lack of 
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pit vipers may be identified by a deep pit (hence the 
name, pit viper) which is located between the eye 
and the nostril, by elliptical pupils and by well- 
developed fangs which protrude from the maxillae. 


NOSTRIL 


PIT 


ELLIPTICAL 
PUPIL 


FANGS 


TONGUE 


Figure 1—Head of a Pit Viper, Showing Facial Pits, 
Elliptical Pupils, and Fangs. (Courtesy Wilfred T. 
Neill, Silver Springs, Florida) 


Rattlesnakes have rattles which are located on the 
tail. Other pit vipers and non-poisonous snakes lack 
rattles. Harmless snakes have teeth but do not have 
fangs, they lack the pit between the eye and nostril, 
and their pupils are round. 

The coral snake is a brilliantly colored small snake 
which has broad rings of scarlet and black separated 
by narrow rings of yellow. The important feature 
to remember is that the snout is always black. Sev- 
eral species of non-poisonous snakes resemble coral 
snakes but their snouts are usually red or gray. In 
coral snakes the red rings are bounded by yellow 
rings—“red next to yellow will kill a fellow” whereas 
in harmless snakes the red rings are bounded by 
black rings. Coral snakes have short fangs but, in 
contrast to the pit vipers, they have no facial pits 
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and their pupils are round. A coral snake is shown 
in Figure 2. Coral snakes are found only in the 
southern and southwestern states. They inflict less 


than two per cent of all the poisonous snakebites in 
this country. 


Figure 2—Coral Snake (Micrurus fulvius), a Beautifully 
Colored Small Snake with a Black Snout. 


(Courtesy 
of the New York Zoological Society) 


SIGNS AND SYMPTOMS 


This discussion is limited to clinical signs and 
symptoms produced by North American pit vipers 
(rattlesnakes, cottonmouth moccasins and copper- 
head moccasins). While the amount and toxicity of 
venom produced by the various species of pit vipers 
vary, their venoms are similar in many ways. These 
venoms contain certain common antigens.** In addi- 
tion, a multivalent antivenin which affords protec- 
tion against many species can be produced by using 
the venom of but a few species.°* Of particular in- 
terest, however, is the fact that the signs and symp- 
toms of intoxication with the venoms of these pit 
vipers are quite similar.7.*9.1011,12.13 Wood, Hoback 
and Green™ devised a useful clinical classification 
of the severity of pit viper venom poisoning based 
upon the presenting signs and symptoms and upon 
the clinical course of the patient during the first 
12 hours of hospitalization. These authors classified 
bites as: Grade 1. Minimal Venenation. ‘These 
include cases having a history of suspected snake 
bite plus localized signs including the presence of 
one or more puncture wounds, moderate pain or 
throbbing localized at the fang wounds, and an area 
of edema extending not more than a few inches 
from the point of initial venenation. The hospital 
course in the subsequent 12 hours provides no evi- 
dence of systemic involvement.” Grade 2. Moder- 
ate Venenation. “Patients classed in this group dem- 
onstrated the signs of Grade 1 poisoning during a 
brief early stage in their intoxication, but soon had 
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more severe and widely distributed pain, and more 
marked edema which would continue to progress up 
an extremity toward the trunk during the first 12 
hours of hospitalization. In most cases the edema- 
tous area involved about half the distance between 
the bite site and the trunk. Nausea, vomiting, and 
giddiness were usually present. Petechiae and ec- 
chymoses were restricted to the area of edema. A 
low grade temperature usually developed and per- 
sisted for from one to four days.” Grade 3. Severe 
Venenation. “These patients may resemble Grade 1 
or Grade 2 on admission, but the course of their 
intoxication is rapidly progressive. These patients 
may arrive in shock within a few minutes of the 
time of injury. Within 12 hours the edematous area 
extends from a bite site on an extremity to or involv- 
ing part of the trunk. Petechiae and ecchymoses 
are frequently generalized in distribution. During 
the first 12 hours of therapy the pulse becomes rapid 
and thready, the temperature becomes subnormal and 
the patient approaches a state of shock.” This clas- 
sification is based primarily on the extent of result- 
ing edema, and local pain plus the presence or 
absence of other symptoms including nausea, vom- 
iting, giddiness, petechiae, and shock. 

It is possible for a poisonous snake to bite a person 
without injecting enough venom to produce clinical 
signs and symptoms of venenation. Perhaps Grade O 
—poisonous snakebite without resulting venenation 
should be added to Wood, Hoback, and Green’s clas- 
sification’ to complete the biological gradient of 
poisonous snakebites. This paradoxical phenomenon 
has been mentioned briefly by Wood, Hoback and 
Green, Andrews and Pollard,’ Minton," Jutzy et 
al. and Parrish. Klauber!* mentioned the case 
history of a naturalist who was bitten by a rattle- 
snake in which both fangs penetrated the patient’s 
right index finger, but no signs and symptoms of 
venenation resulted. Allen’ pointed out that the 
phenomenon described here as Grade O venenation 
is well-known to many herpetologists and snake 
handlers. On the other hand, most physicians do 
not appreciate the fact that a poisonous snake can 
inflict a fang wound in a person which does not 
result in venom poisoning. It seems likely that 
many snake bite victims with Grade O venenation 
are overtreated. A review of the available literature 
failed to provide any detailed, medically-documented, 
case reports describing this paradoxical phenomenon. 


CASE REPORTS 


Case 1—(M.W.), a 19 year old white male, was 
employed as a nature counselor at a summer camp 
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when he was bitten by a poisonous snake. The 
patient was struck on the dorsum of his right thumb 
while attempting to capture an 18 inch long pigmy 
rattlesnake (Sistrurus miliarius barbouri). The pa- 
tient was examined 15 minutes after the bite at which 
time there was a single superficial fang puncture 
on the dorsum of his thumb. There was no surround- 
ing edema or erythema. Local pain was minimal and 
no systemic signs and symptoms of venom poisoning 
developed. Two hours later the patient’s condition 
had not changed, nor did it change during the fol- 
lowing 48 hours. Treatment consisted of thoroughly 
washing the superficial wound with soap and water 
and giving the patient a 0.5 cc. booster injection 
of tetanus toxoid. This Grade O snakebite wound 
healed without complications. 


Case 2.—(C.R.P.), an 11 year old schoolboy, was 
bitten on his right great toe by a 21 inch long pigmy 
rattlesnake (Sistrurus miliarius barbouri) while 
walking barefoot along the shore of a lake. He 
immediately killed the snake. Then he applied a 
tourniquet above his ankle and made one incision 
over the single fang puncture. Approximately 90 
minutes after the bite he was examined and treated 
by a physician. Owing to the positive identification 
of the rattlesnake and the presence of a fang punc- 
ture wound, several additional incisions were made 
over the dorsum of the patient’s foot to which suction 
cups were applied. In addition, the patient was given 
20 cc. of Antivenin (Crotalidae) Polyvalent (10 cc. 
in each buttock), and a transfusion of 500 cc. of 
whole blood was started. The author was asked to 
examine the patient approximately four hours after 
the snakebite accident. The following observations 
were made: a single fang puncture on the dorsum of 
the right great toe with no surrounding edema or 
erythema; the patient’s vital signs were within nor- 
mal limits; the only pain the patient complained of 
was that associated with the suction cups over the 
incisions which had been made; and no other local 
or systemic symptoms of pit viper venenation. The 
patient was observed for 24 hours during which time 
there was nothing to suggest venenation. Additional 
treatment consisted of a 0.5 cc. tetanus toxoid booster 
injection and 250 mg. of Terramycin four times a 
day for five days. This snakebite puncture wound 
healed without evidence of infection or necrosis. 


Case 3.—(R.S.), a 21 year old amateur snake col- 
lector was bitten by three and one-half foot long 
eastern diamondback rattlesnake (Crotalus adaman- 
teus) while attempting to capture the snake. The 
patient managed to corner the snake and place a 
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snake hook over the snake’s neck. However, as the 
patient reached down with his right hand to grasp 
the snake behind the head, the snake squirmed free 
and slashed at the victim’s right forearm. Both of 
the snake’s fangs ripped through the victim’s shirt 
inflicting two superficial scratch marks along the 
victim’s forearm, The snake had scored an indirect 
hit. The patient quickly captured the snake and 
examined the wound. He noted that the scratches 
were painful at first, but that the pain did not per- 
sist. There was not the “burning hot pain” that he 
had experienced from a previous rattlesnake bite. 
The patient squeezed blood from the wound, remov- 
ing it by means of oral suction, and placed a tourni- 
quet around his arm above the wound. He drove to 
the hospital where he was examined approximately 
35 minutes after the bite. When examined, the pa- 
tient was not apprehensive, he complained of little 
pain, and his vital signs were within normal limits. 
There were two superficial scratch marks along the 
patient’s forearm which measured 1.5 and 2.0 cm. in 
length, respectively. These scratches were bordered 
by an area of erythema which was not more extensive 
than would be expected if the scratches had been 
made with an ordinary safety pin. There was no 
edema present. The patient was observed for three 
hours during which time there was no progression 
of signs or symptoms. Treatment consisted of thor- 
oughly cleaning the scratches with soap and water 
and administering 1500 units of tetanus antitoxin 
in one arm and 1.0 cc. of tetanus toxoid in the other 
arm. A second tetanus toxoid injection was given 
two weeks later. The fang scratches healed without 
evidence of infection or necrosis. The patient ex- 
perienced an uneventful recovery. 


Case 4.—(L.A.C.), a 14 year old farmboy, was 
bitten on the dorsum of his right hand by a 26 inch 
long copperhead moccasin (Ancistrodon contortrix 
contortrix) while attempting to kill the snake. The 
patient discovered the snake in his father’s barn. 
After striking the snake across the back several 
times with a stick, the patient grasped the stunned 
snake by the tail when it suddenly turned and lunged 
at his right hand. The boy was rushed to the hos- 
pital where he was examined about 40 minutes after 
the bite. At that time there was a single superficial, 
fang puncture wound and several other small tooth 
marks and scratches on the dorsum of the patient's 
right hand. There was no surrounding edema or 
erythema. Although the patient appeared apprehen- 
sive, his blood pressure was 114 systolic and 80 
diastolic, and his pulse rate was 76 beats per minute. 
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The patient denied any pain in his hand or arm. 
Observation of the patient for four hours showed 
no additional evidence of venom poisoning. Treat- 
ment consisted of a 0.5 cc. tetanus toxoid booster 
injection, and thoroughly cleaning the wound with 
soap and water. Follow-up showed that the wound 
healed in a normal fashion and that the patient made 
an uneventful recovery. 


DISCUSSION 


The diagnosis of ophidiasis (snake venom poison- 
ing) can be difficult. Perhaps too much emphasis 
in the past has been placed on identifying species of 
snakes and types of snakebite wounds. The state- 
ment is not intended to imply that this information 
is not valuable in the diagnosis of ophidiasis. How- 
ever, occasionally poisonous snakes bite humans 
without producing venenation. It would seem that 
a much more fundamental and practical question in 
the diagnosis of ophidiasis is, “Does the patient 
exhibit signs and symptoms of venom poisoning?” 
Fortunately, venenations resulting from pit viper 
bites produce similar clinical signs and symptoms. 

A summary of the differential diagnosis between 
pit viper venenation and other (harmless and poison- 
ous) snakebites resulting in lack of venenation may 
be found in Table I. Pit viper venom poisoning is 
always accompanied by edema and erythema sur- 
rounding the site of the bite. These signs usually 
are evident within 30 minutes following the poison- 
ous snakebite. They are always present within four 
hours following venenation. The severity of pit viper 
venenation can be estimated by the amount and pro- 
gression of the edema and erythema during the first 
12 hours following the snakebite."? Sharp, burning 
pain at the site of the fang punctures is present in 
over 90 per cent of pit viper venenations. This pain 
usually develops within 5 minutes after the venom 
is injected. As the venom spreads from the fang 
punctures the accompanying edema and tissue dam- 
age increase the severity of the pain. Occasionally 
neurotoxic effects of pit viper venoms may mask 
local pain.’ If intense pain is present, however, and 
is accompanied by local swelling, it is a reliable 
symptom of pit viper venom poisoning. 

Fang puncture wounds are necessary to produce 
venenation. A pit viper wound usually has one or 
two (occasionally three or four, if new fangs are 
growing in to replace old ones) fang punctures. In 
addition, there may be tooth marks or scratches. 
However, as illustrated by case histories 1, 2 and 4, 
puncture wounds produced by pit vipers’ fangs don’t 
invariably produce venenation. Lack of venenation 
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may result from an insufficient amount of venom, 
failure of the venom gland-fang mechanism, indirect 
hits with the fangs, etc. Presumably, superficial 
scratches resulting from pit vipers’ fangs do not 
result in clinical venenation. The patient described 
in case history 3 received superficial scratches from 
a pit viper’s fangs, but did not develop venenation. 
Even if venom entered the scratches, one would ex- 
pect nothing more than a small wheal with a few 
centimeters of erythema surrounding the scratches, 
similar to that described for scratch tests using pit 
viper venoms.* Pope and Perkins™ studied the pat- 
terns of tooth and fang marks resulting from bites 
by pit vipers and harmless snakes. In general, these 
patterns are helpful in differentiating poisonous from 
harmless snakebites. However, in clinical practice 
one rarely sees what Pope and Perkins described 
as a perfect poisonous snake bite. Thus, the local 
signs of pit viper venenation are: edema, erythema, 
pain and fang punctures. 

Grade 2 (moderate) and Grade 3 (severe) venena- 
tion are characterized by systemic involvement. 
Symptoms of shock are common, because pit viper 
venom produces hypotension.”” Nausea, vomiting and 
diarrhea may be present. Occasionally there may be 
bleeding from the gastrointestinal or genitourinary 
tracts. Although pit viper venoms are primarily 
hematoxic and proteolytic in action, they do contain 
some neurotoxins.! Neurotoxic signs and symptoms 
including muscular twitching, paresthesias and 
numbness, convulsions, coma, and motor or respira- 
tory paralysis usually indicate moderate or severe 
intoxication. 

Poisonous snakebites which do not result in ven- 
enation should be treated ‘conservatively. Superficial 
fang punctures, tooth marks and scratches should 
be thoroughly cleaned with germicidal soap and 
water. Tetanus toxoid and/or antitoxin is indicated, 
since snakes’ mouths and venom glands may harbor 
tetanus organisms. In addition to the above meas- 
ures, patients with deep fang puncture wounds should 
be given a broad spectrum antibiotic to prevent in- 
fections.*! Antivenin is contraindicated in Grade O 
venenation. Pain is inconsequential, hence analgesics 
are not necessary. 


SUMMARY 


1. Poisonous snakebites don’t invariably result 
in venom poisoning. The case histories of four 
patients who received fang wounds from North 
American pit vipers which did not result in venena- 
tions are discussed. The poisonous snakes were iden- 
tified in each instance. These snakebites were clas- 
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sified as Grade O—poisonous snakebite without re- 
sulting venenation. 

2. Previous reports on the diagnosis of ophidiasis 
have emphasized identifying the species of snakes 
and the pattern of tooth and fang marks on the 
wounded part. In this report emphasis is placed on 
the signs and symptoms of pit viper venom poison- 
ing including local edema and erythema, local pain, 
shock, and other systemic symptoms. 


3. Poisonous snakebites without resulting venena- 
tion should be treated conservatively. Thoroughly 
cleaning the wound with germicidal soap and water, 
tetanus toxoid and/or antitoxin, and broad spectrum 
antibiotics are recommended. Antivenin is contrain- 
dicated in Grade O venenation. 


TABLE 1 


DIFFERENTIAL DIAGNOSIS BETWEEN Pit VIPER VENENATION 
AND OTHER (HARMLESS AND PoIlsoNOUS) SNAKEBITES RESULTING IN LACK OF VENENATION* 


. Criley, B. R.: Development of a Multivalent Antivenin 
for the Family Crotalidae. In Venoms. Am. Assn. 
Ady. Sci. Pub. No. 44, Washington, D. C., 1956, pp. 
373-380. 


6. Gingrich, W. C., and Hohenadel, J. C.: Standardiza- 
tion of Polyvalent Antivenin. In Venoms. Am. 
Assn. Adv. Sc. Pub. No. 44, Washington, D. C., 
1956, pp. 381-385. 

7. Andrews, E. H., and Pollard, C. B.: Report of Snake 
Bites in Florida and Treatment: Venoms and Anti- 
venoms. J. Florida M.A. 40:388-397, 1953. 

8. Watt, H. F., and Pollard, C. B.: Case of Serious 
Florida Diamondback Rattlesnake (Crotalus adam- 
anteus) Bite. J. Florida M.A. 41:367-370, 1954. 

9. Stickel, W. H.: Venomous Snakes of the United States 
and Treatment of Their Bites. U.S. Fish and Wild- 
life Service, Wildlife Leaflet No. 399: 1-29, 1952. 


Characteristic 


Pit Viper 
Venenation 


Other Snakebites 
Without Venenation 


Local swelling or edema 

Local erythema 

Local pain 

Fang puncture present 

Symptoms of shock—(giddiness, 
weakness, syncope, hypotension) 

Nausea, vomiting, diarrhea 

Muscular twitching 

Numbness and paresthesias 

Motor or respiratory paralysis 


SEQUELAE infection 


gangrene common 
sloughing common 
hemorrhages common 


anemia 


atrophy 


present, progressive 
present, progressive 


intense, persistent 


may be present 
may be present 
may be present 
may be present 
may be present 


common 


common 


common 


none to very minimal 
none to minimal 
minimal, transient 


usually absent 


absent 
absent 
absent 
absent 
absent 


rare 


none 
none 
none 


none 


none 


symptoms.18 
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Identification tags for school children have been 
suggested by a physician who cared for many who 
were burned in the Chicago school fire last De- 
cember. Identification of badly burned or injured 
children is often difficult because they rarely carry 
wallets or other means of identification, according 
to Dr. James E. Segraves, director of the disaster 
plan at St. Anne’s Hospital, Chicago. 

More than 50 children were taken to St. Anne’s 
Hospital from the Our Lady of Angels School fire. 
Of these, 10 were either dead on arrival or died 
shortly thereafter. “Identity was often incomplete, 
and even parents were unable to identify for sure 
some of the most severely burned children.” 

Identification tags would alleviate this difficulty, 
he said in a report on the hospital’s disaster med- 
ical plan in the May 16th Journal of the American 
Medical Association. 

Dr. Segraves also recommended as a result of his 
hospital’s experience that personnel in each city 
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School Children Should Wear Identification Tags 


19. Pope, C. H., and Perkins, R. M.: Differences in the 
Patterns of Bites of Venomous and of Harmless 
Snakes. Arch. Surg. 49:331-336, 1944. 


20. Essex, H. E., and Markowitz, J.: The Physiologic 
Action of Rattlesnake Venom (Crotalin): I. Effect 
on Blood Pressure: Symptoms and Post-Mortem Ob- 
servations. Am. J. Physiol. 92:317-327, 1930. 


21. Parrish, H. M., MacLaurin, A. W., and Tuttle, R. L.: 
North American Pit Vipers: Bacterial Flora of the 
Mouths and Venom Glands. Virginia Med. Month- 
ly $3:383-385, 1956. 


174 Pearl Street 
Burlington, Vermont 


police district be familiar with the hospitals in their 
district and know just how many casualties each 
could care for at one time. 


St. Anne’s Hospital has long had a plan for meet- 
ing major medical emergencies. On the whole, the 
plan worked well after the school fire. 

He offered the following suggestions for disaster 
planning by hospitals: 

—The plan must be simple and familiar to all 
hospital personnel. Frequent practice sessions are 
necessary. 

—Mass disaster situations must be postulated and 
the first 24 hours of treatment must be outlined in 
detail long before any disaster occurs. 

—Stockpiles, based on the outlined 24 hours of 
treatment, must be kept available. 


—The team approach is the only logical one if 
chaos is to be prevented, and the team must be under 
the direction of one man. 
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Arsenic Poisoning 


RSENIC, publicized for centuries as a poison, 
Ais still very much with us today as a potential 
menace. Although exposure to it is most often acci- 
dental, it still, however, features in occupational, 
suicidal and even homicidal poisonings. 

The diagnosis of arsensic intoxication is often 
overlooked because of nondescript signs and symp- 
toms that are not immediately correlated. Chemical 
tests are conclusive and may be done in a hospital or 
clinic of any size (or even in the physician’s office). 

Because of possible exposure (even though re- 
mote), and because of the ease and simplicity of 
chemical testing (see tests below), patients with 
unexplained gastro-intestinal upsets should be tested 
for arsenic. 


ARSENIC 
As 


Derivatives: Fowler’s solution, lead arsenate, ar- 
senical soap, arsenic trioxide, organic 
copper arsenite (Paris 
green), cacodylates, iron arsenate, ar- 
senic iodide, Donovan’s solution, in- 
secticides, rodenticides, arsine, cal- 
cium arsenate. 


arsenicals, 


Properties: Compounds usually white with excep- 
tion of copper compounds. Combines 


with tissue sulfhydryl groupings. 


Uses: Paints, tanneries, fly killer, insecticide, 
rodenticide, weed killer, cattle dip, 
fungicide, wood and taxidermist pre- 


servative. 


MLD: Approximately 200 mg. (3 grains) of 


arsenic trioxide per 150 Ib. man. 


Remarks: — So called “tolerance” is unlikely but 
difference in degree of effect may be 
due to altered rate of absorption, 
cumulation, and of elimination. 

Arsenic was the poison of choice of 
the “professional piosoners’’ because 
chronic small doses may produce con- 
fused progressive debilitation prior to 
a delayed death, and such small doses. 
are tasteless, odorless and colorless. 


SIDNEY KAYE, Ph.D. 
Richmond, Virginia 


Poisoning may be obscured and a sud- 
den unexplained G-I upset could be 
indicative of arsenic poisoning. 


Symptoms: Acute. Metallic taste, constriction of 
throat (dysphagia), hoarse voice, nau- 
sea, vomiting, “rice water stools” de- 
veloping to bloody diarrhea, dehydra- 
tion, severe abdominal -pain, garlic 
odor to breath, salivation, thirst, olig- 
uria, capillary oozing (increased per- 
meability), shredded stomach lining, 
bloody vomitus, pallor, hyperpyrexia, 
moist skin, tremors, convulsions, shock 
via loss of fluids and proteins, hypo- 
tension, death in less than 15 hours 
due to circulatory collapse. 

Chronic. General weakness, anorexia, 
nausea, vomiting, diarrhea, nose bleed 
and bleeding gums, conjunctivitis, 
“Mees” lines, thirst, coryza, hoarse- 
ness, coughing, catarrhal swelling, 
dermatitis, severe skin exfoliation, re- 
nal damage, anuria, albuminuria, 
hepatic damage and degeneration, 
urinary casts, peripheral neuritis of 
hands, feet (extremities more in- 
volved), foot drop, wrist drop, loss 
of hair, tremors, colitis, severe pain, 
paralysis of motor end plate, garlic 
odor to breath, anoxic convulsions, 
cord involvement and ataxia. 


Identification: Vomitus, gastric lavage, urine, pow- 
der, tablets, residues, hair or finger- 
nails. 


1. Approximately 20 ml. of gastric lavage, vom- 
itus, urine, or powers, tablets or residues dis- 
solved or suspended in 20 ml. of water is 
placed into a small Erlenmeyer flask. 4 ml. 
of hydrochloric acid is added. A 20-gauge 
copper wire previously wound into a small 
coil around a glass rod to a length of about 
1/4 inch is washed and then introduced into 
flask, (if copper wire is not available, a small 
copper strip may be used and as last resort 
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even a penny). Solution is heated at low heat 
for about an hour, then spiral is removed and 
examined. A silver like deposit may indicate 
mercury; a dark deposit may indicate arsenic, 
bismuth or antimony. 
The arsenic deposit is sensitive and visible to 
as low as 0.010 mg. of arsenic. An estimation 
may be made by comparison with standards 
prepared in a similar fashion. 

Arsenic— dull black 0.010 mg. 

Bismuth— Shiny black 0.020 mg. 

Antimony— dark purple sheen 0.020 mg. 
The arsenic black deposit is confirmed by 
placing the copper spiral in 1-2 ml. of 10% 
potassium cyanide. If the black deposit is due 
to arsenic, it will dissolve. The deposit, how- 
ever, if due to bismuth or antimony will per- 
sist. 


Interpretation: Normally there are small traces of 
arsenic in blood, urine, hair and finger 
and toe nails, but these are very low 
and will not be detected with the tests 
described above and using the sample 
size suggested. Frequent analysis of 
all reagents is necessary to rule out 
contamination. 

Normal arsenic in urine is less than 
0.005 mg/100 gm; in hair or finger- 
nails less than 0.003 mg/1 gm. Scalp 
hair growth is approximately 1/4 to 
1/2 inches /month. Fingernail growth 

is about 1/8 to 1/4 inches /month. 
Note: Stomach contents should be 
examined for crystals and color, 
ie: green suggestive of Paris 
green; yellow of arsenic sulfide; 
white of the trioxide. Arsenic tri- 
oxide is the most common. 


Treatment: Gastric lavage with warm milk and 
water, followed by sodium sulfate (15 
gm) cathartic; keep bowels open. 
Keep patient warm and quiet, main- 
tain body heat, fluids and electro- 
lyte balance. Sedation and morphine 
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for pain; combat shock. Diet high 

in glucose and protein with low fat, 

for possible liver damage; also cal- 

cium gluconate, methionine, and B 
complex vitamines. Artificial respira- 
tion, oxygen therapy, whole blood, or 
fluids as needed. 

Specific Treatment: BAL by intramus- 
cular injection, 2.5 mg/Kg or 0.025 
ml/Kg (in a 75 Kg weight man 1.8 
ml). Repeat at 4 hour intervals for 
a total of 4 to 6 injections, then 2 
daily injections for about 5 to 10 days 
or until recovery. BAL sometimes 
produced side reactions; 50 mg of 
Benadryl given prior, appears to elim- 
inate this. BAL effectively hastens the 
removal of arsenic from cellular sulf- 
hydryl and thus is more rapidly elim- 
inated. 

Tests urine periodically to determine 
rate of elimination which will check 
effectiveness of treatment. This can 
be correlated with clinical impres- 
sions. Blood arsenic levels will be 
relatively low, whereas urine levels 
may be high for at least 10 days. In 
chronic exposure, urine may be posi- 
tive for months. 

BAL is not effective for arsine poison- 
ing. An early exchange transfusion 
may be of some value. 

Signs, symptoms and treatments for 
selenium are generally similar to ar- 
senic. Soluble selenium compounds 
are highly toxic, whereas insoluble 
selenium sulfide is less toxic. Telu- 

rium is less toxic than selenium. 


Office of Chief Medical Examiner 
State Health Department 
Richmond, Virginia 
This is one of seasonal articles on common poisonings 
which will be published in the Monthly from time to time. 


It is prepared by Dr. Kaye in collaboration with the 
Richmond Poison Information Center. 
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Sacrococcygeal Tumor 


Report of a Case in a Newborn Child with Remarks on Etiology 


SACROCOCCYGEAL TUMOR from a new- 

born child is the subject of this description. 
In an attempt to explain the etiology of such tumors 
the results of investigations on the histology of such 
tumors and the observations on the morphogenesis 
and histogenesis of the iliosacral region in human, 
mammalian and avian embryos, both descriptive and 
experimental have been reviewed. 


It is presumed that the general reader is familiar 
with at least one of the modern reviews of the his- 
tology and etiology of sacracoccygeal tumors such 
as are presented by Nicholson® and by Ravitch and 
Smith." The principal etiological factors. which 
have been remarked upon in these reviews are: (a) 
an abortive attempt to form a parasitic twin; (b) 
not given ACTH or corticoids*™ resulted in 3 re- 
not become detached from the fertilized egg; (c) 
parthenogenetic development of wandering primi- 
tive germ cells; and (d) abnormal development of 
the primitive streak. 

It is further presumed that the reader is not 
familiar with views of etiology based upon modern 
experimental embryology and modern theories of 
sacrococcygeal teratogenesis suggested by Holmdahl* 
and Ikeda.® These conclusions are based upon mor- 
phological and experimental studies of the develop- 
ment of the sacrococcygeal region of the chick, 
mammalian and human embryos. In brief they 
supplement the observations of Herrmann and 
Tourneux,**-!3 Unger and Brugsch" in regard to the 
importance of the indifferent cells of the tail bud 
in the formation of all of the fundamental tissues 
of the body caudal to the lumbosacral junction. The 
important departure from the accepted view of the 
development of the central nervous system is the 
crux of this new information. Holmdahl has shown 
that the central nervous system caudal to the 23d 
segment (3d lumbar) does not develop by the in- 
rolling of a neural plate, as does the neural tube 
cephalic to this region, but is formed by the hollow- 
ing out of a cord of indifferent cells which has been 


From the Departments of Anatomy and Pathology of the 
School of Medicine, University of Virginia. 
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proliferated from the tail bud between the closed 
posterior neuropore and tail bud. The important 
corollary to this type of development is the deriva- 
tion from the same mass of indifferent cells, of the 
primordial cells of the notochord, vertebrae, mus- 
cles, perineum, skin and all related parts, including 
the proctodeum. Hence, according to this informa- 
tion, sacrococcygeal tumors are caused by the ab- 
normal or exuberant uncontrolled growth of tissues 
normally growing under control in the sacrococcygeal 
region. 

After this introduction to a concept of develop- 
ment which may not be familiar to the general reader, 
we wish to present the description of the case of 
sacrococcygeal tumor with a limited comment on its 
etiology from the point of view given above. 

The tumor was removed from the sacrococcygeal 
region by the junior author when a resident in Sur- 
gery at the University of Virginia and was sent to 
the Pathological Laboratory with the following com- 
ments. 


Case History No. 327076 (Path. No. 158231) 
University of Virginia Hospital. A_five-day-old 
white female infant was admitted to the University 
Hospital on May 27, 1952. At birth a soft cystic 
tumor was noted at the base of the spine protruding 
anteriorly and posteriorly (Figs. 1 and 2). The 
mother had noted no increase in the size of the mass 
during the five days of life. The child was taking 
her feeding without difficulty. Her stools were nor- 
mal. 


Physical examination: A mass measuring 6.0 X 
8.0 X 8.0 cm. extended posteriorly from the coccyx 
and perineum. The mass was completely covered 
with skin. There were cystic areas that transil- 
luminated. Pressure on the mass caused no discom- 
fort to the child nor bulging of the fontanelles. 
Rectal examination revealed no abnormalities. 


Laboratory and x-ray examinations: Routine lab- 
oratory work was normal. A barium enema revealed 
the bowel to be in the normal position. There was no 
demonstrable connection between the bowel and the 
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Fig. 1. Photographs of child’s buttocks from dorsal view 
showing the tumor. X %. 


Fig. 2. Photograph of perineal region of the child showing 
the tumor. X ¥%. 


perineal mass. X-ray examination of the pelvis re- 
vealed no bony abnormalities (Fig. 3). 

Operation: A small polyethylene tube was placed 
in the saphenous vein of the left ankle to facilitate 
transfusion. Under satisfactory drop ether anes- 
thesia, the patient was turned on her left side 
and a transverse incision was made across the mass. 
The mass was dissected free from the skin by blunt 
and sharp dissection. The levator ani muscles were 
exposed anteriorly and separated from the tumor 
mass without difficulty. The superior part of the 
tumor was attached by fibrous tissue to the inferior 
margin of the coccyx. The entire mass was com- 
pletely removed (Fig. 4). The wound was closed 
by layers. Immediately following the surgical pro- 
cedure, rectal examination revealed the anal sphinc- 
ter to be of normal tone and the rectum to be intact 
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Fig. 3. X-ray photograph of the tumor from the lateral 
surface showing the absence of dense materials within. 
X ¥%. 


throughout. 150 cc. of whole blood was given during 
the operation. 

Postoperative course: There was a gratifying 
change in the physical appearance of the child. The 
wound healed per primum and the sutures were 
removed on the sixth postoperative day. On exam- 
ination six weeks later, the wound was well healed, 
but there was considerable deformity about the 
buttocks. The child was eating well and urination 
and defecation were normal. The child was gaining 
in weight. 

There are no more entries on the record, the family 


Fig. 4. Photograph of the tumor just after removal from 
the child. Viewed from the dorsal surface. X 0.9. 
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moved away, and we could not get any further in- 
formation recently. 


HISTOLOGY 


The histologic study and all references to the liter- 
ature and comparative data in the following part of 
the paper were written by the senior author, who 
made a preliminary report of this case in 1954.8 

The whole tumor had been fixed in cold 80% 
alcohol so that special histochemical studies could 
be made. Sections of the sacrococcygeal region of 
fetuses and newborn children were used as controls. 


Fig of of the sectioned 
tumor. X 0.9. 


The sections of the tumor were found to contain 
histologically diverse cysts between which ramified 
a fibroelastic connective tissue stroma in which were 


INVADING NEUROGLIA 


Fig. 6. Semidiagrammatic drawing of the equatorial section reconstructed from sec- 
tions at this level. Original magnification X 15. Reduced X 0.6 in reproduction. 


embedded isolated and independent masses of fun- 
damental tissues. The histological structure is in- 
dicated schematically in Fig. 6. 

For comparative purposes the incidences of the 
tissues present in this tumor and in 48 other sacro- 
coccygeal tumors from children between the 8th fetal 
month and the end of the first year which have been 
described in the literature were calculated, and their 
incidence has been appended to the descriptions 
of the tissues where pertinent.” 

In all of the pieces of the tumor the chief stroma 
was composed of collagenous and elastic fibers. 
Definite small tendons associated with striate volun- 
tary muscle were found. The latter is the most 
common specialized tissue in the stroma of this 
tumor and in the tumors reviewed it had an incidence 
of 43% 

Smooth muscle is present in all regions of the 
stroma. Its association with cysts of neuroglia tis- 
sue is puzzling because this has not been seen in the 
region of the sinus terminalis in fetuses. Smooth 
muscle had an incidence of 47%. 

Fat was present in 51% of the tumors reviewed 
and next to cartilage was the commonest tissue pres- 
ent. There was no cartilage in the sections of this 
tumor. 

Several small unmyelinated nerve fasciculi are 
present in the sections of the tumor. One ganglion 
cell is present in one of the fasciculi. Nerve fibers 
of this type, apparently unrelated to any particular 
structures, were frequently observed in the iliorectal 
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field of older fetuses. Unmyelinated fibers were re- 
corded in 20% of the tumors reviewed. 


A small fasciculus of myelinated nerve fibers is 
present near striated muscle in association with 
cyst V. Myelinated nerve fibers had an incidence 
of 22% in the tumors reviewed. 


The only wandering cells observed in the stroma 
were mast cells, neutropbils and eosinophils. Vasa 
ramify through the tumor, but no attempt was made 
to follow them. 


The Cysts. For purposes of convenience of de- 
scription and topography, the morphologically im- 
portant large cysts have been numbered in the semi- 
diagrammatic drawing of the median section of the 
tumor (Fig. 6). 

Cyst I is the large cyst occupying most of the 
right side of the tumor (Figs. 5 and 6). The wall 
is composed of neuroglia tissue. There is no definite 
ependymal layer and the tissue has the same charac- 
teristics as was seen in the sections of the wall of 
the spinal cord of a newborn child with syringo- 
myelocele. This tissue is not sharply marked off 
from the underlying stroma and extends out into 
it in solid strands. There is no definite layer like 
a pia mater around the cyst, but strands of fibrous 
connective tissue extend into the folds in the wall 
and carry capillaries with them. This arrangement 
is present in the wall of the sinus terminalis of 
older fetuses. Cysts lined with neuroglia were de- 
scribed in 43% of the tumors reviewed. Neuroglia 
strands penetrating the stroma were described in 
45% of the tumors reviewed. 


It is a well known fact, since the discovery of the 
sinus terminalis (medullary vestige, vestige medul- 
laires coccygiens), and the more detailed later de- 
scriptions of it,?'314 that the pathologists with 
embryologic viewpoints have looked upon the nervous 
tissue of the sacrococcygeal tumors as having been 
derived from this remnant.*'* Holmdahl* started the 
modern ontogenetic analysis of this region, basing 
his conclusions upon experimental and morphologi- 
cal studies in the chick embryo, and morphological 
studies in mammalian and human embryos. Ac- 
cording to him, the aberrant nervous tissue in sacro- 
coccygeal tumors is merely one of the tissues which 
may be derived from abnormal proliferation and 
differentiation of the indifferent cells of the trunk- 
tail-bud. Normally these cells form a solid cord 
of nervous tissue which becomes canalized to form 
the caudal end of the neural tube caudal to the 
closure of the primary posterior neuropore at the 
level of the 23rd segment (3rd lumbar) of the 
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human embryo. This view has been supported by 
experiments in chick embryos+” with the additional 
observations that the more cephalic tissues which 
have differentiated from the primary germ layers 
are necessary “inductors” of specialized tissues de- 
rived from the trunk-tail-bud; and growth of the 
derivatives is interstitial rather than appositional 
from the trunk-tail-bud.” 

Of significance in the etiology of sacrococcygeal 
tumors is the conclusion by Holmdahl that the 
trunk-tail-bud forms in addition to the caudal end 
of the neural tube, the cloaca and tail gut, celomic 
cavity, notochord, somites and their derivatives, such 
as muscle, loose connective tissue which differen- 
tiates into ligaments, connective tissue of the 
sclerotomes, cartilage, bone, endothelium, blood 
corpuscles, and smooth muscle associated with the 
rectum and anal canal. 


From the above observations it is concluded that 
the neuroglia tissue of cyst I has been derived by 
the hypertrophy and degeneration of the ependymal 
cells of the sinus terminalis. Also, since there are 
no “rosettes”, nor any cell processes extending to 
the vasa from the degenerating neuroglia cells, nor is 
the tissue highly vascularized, the cyst cannot be 
identified as an individual tumor such as an epen- 
dymoma, astrocytoma or other specialized neuroglia 
tumor derived from spongioblasts.*7 

Cyst II (Figs. 5 and 6) is lined with the same 
kind of tissue, but has more papillae, many of 
which are covered with a degenerated ciliated epi- 
thelium. 

Cysts III lies in the upper wall of the tumor 
just to the left of the center (Fig. 6). It has 
papillae like those of cyst II, but more numerous. 
In most descriptions, these formations have been 
regarded as simulating the villi of the choroid 
plexuses of the fetal brain. Cysts lined with neu- 
roglia tissues were described in 43% of the tumors; 
and those with ciliated columnar epithelium on 
papillae in 34%. 

Cyst IV lies in the upper end of the tumor above 
cyst I (Fig. 6). It is lined with more or less atypical 
stratified squamous epithelium from which diver- 
ticula lined with other types of epithelia extend. 
In some areas the prickle cells contain vacuoles and 
most of them contain PAS positive (mucopoly- 
saccharide) granules. In several regions near the 
left end of the cyst there are small diverticula lined 
with goblet cells. In one of these areas the prickle 
cells can be gradually traced to goblet cells and 
the goblets of these cells have the same positive 
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PAS reaction. These granules do not react with any 
of the other dyes, so it is assumed that they are 
composed of an unknown mucopolysaccharide dif- 
ferent from that in the goblet cells of the rectum 
which react with both PAS and toluidine blue. 

At the left end of the cyst on the lower side there 
is a small coiled tubular gland which reacted like 
the sudoriparous glands to special stains. 

At the opposite end of the cyst there is a branch- 
ing tubulo-alveolar gland (Fig. 6), the duct of which 
is lined with stratified columnar epithelium and its 
fundus is composed of goblet-like glandular cells 
which are strongly PAS positive. In structure and 
histochemical reaction this gland resembles the 
fundus of the vestibular glands of older fetuses. 

A typical sebaceous gland is present not far from 
the opening of the goblet cells, but no hair is present. 

On the whole cyst IV seems to have been derived 
from an aberrant detached diverticulum originating 
in the embryonal anal canal before it became sep- 
arated from the cloaca. 


In the sacrococcygeal tumors reviewed there were 
29% in which tubulo-acinar glands were mentioned, 
but their histochemical nature was not recorded in 
any description. Tubulo-acinar glands were present 
in three tumors which contained adenocarcinoma; 
and in four of the six tumors with carcinoma. In 
the tumors reviewed, the incidence of cysts lined 
with stratified squamous epithelium without hairs 
was 29%. 

Cyst V is a small cavity deep in the upper left 
quadrant of the median section (Fig. 6). Most of 
the cyst is lined with stratified squamous epithelium. 
This epithelium, however, is unique in having scat- 
tered intraepithelial nests of goblet cells clustered 
around short ducts which open on the surface of 
the epithelium. The cells are strongly PAS positive 
and their contents can be traced to modified prickle 
cells. 

There is one large sebaceous gland with a hair 
follicle and a small hair opening from the medial 
end of the cyst. 

On the lower side of the cyst is a large coiled 
gland which resembles a sudoriparous gland. 

This cyst appears to have more of the characteris- 
tics of the zona cutanea of the anal canal than of 
the zona intermedia, but is not completely epidermal 
in character. The presence of goblet cell metaplasia 
in the midst of stratified squamous epithelium is 
unique. Examination of sections in our control 
human fetuses of the epithelia of the perineal organs 
which could have been derived from the cells of the 
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trunk-tail-bud, and which resembled this metaplastic 
stratified squamous-goblet cell epithelium, showed 
that the epithelium which most nearly resembled 
that of cyst V, was the lining of the developing 
vestibular glands in female fetuses. Rosettes of PAS 
positive cells were present in the midst of stratified 
columnar epithelium. In the later stages of fetal 
life, when the vestibular glands are forming, this 
region is quite far from the iliorectal field (region 
between coccyx and external sphincter ani mus- 
cles), but it is conceivable that the epithelium which 
gave rise to this cyst may have arisen from the 
original cloacal epithelium just before the end of 
the teratogenic period. 

Cyst VI is a small cavity in the upper left area 
of the section (Fig. 6). It is lined with stratified 
squamous epithelium of the epidermoid type. The 
wall is beset with hair follicles, most of which 
contain small hairs surrounded by sebaceous glands. 
In the descriptions of the tumors which we have 
reviewed, these cysts have usually been classified as 
epidermoid and their incidence was 28%. 

In brief, the sacrococcygeal tumor described here 
can be said to be one in which all of the tissues 
present can be regarded as having been derived 
during ontogeny from the primitive tissues nor- 
mally present in or near the iliosacral region of the 
fetus. We would suggest, from the evidence ob- 
tained from the study of the tissues in the sacro- 
coccygeal region of human fetuses, that the time at 
which the teratogenic period for aberrant growth 
ends, is about the beginning of the third month of 
fetal life when the fetuses are from 35 to 40 mm. 
in length (CR.). In the complex tumors arising in 
the iliorectal field, the connective tissues, the sphinc- 
ters and the nerves of the anal canal are usually 
intact, but are shoved forward by the invasion of 
the field by cystic growths. Whereas in tumors of 
single tissues, these regions may be invaded or even 
destroyed. 


COMMENT 


In reviewing the concepts of the etiology of the 
sacrococcygeal tumors we have selected material so 
that only those opinions have been considered which 
are supported by morphological evidence based on 
the study of the sacrococcygeal region of man, mam- 
mals and birds. In order to do this we have exam- 
ined papers in which embryos directly, or their 
parents during pregnancy, have been subjected to 
the action of physical agents (e.g. x-ray, ultra- 
violet radiation, atomic blasts); chemical agents 
(e.g. acetone, arsenic, manganese, magnesium salts, 
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methyl blue, nitrogen mustard, oxygen, radioactive 
phophorus, pilocarpine, rhodamine, selenium, try- 
pan blue, thallium, vanadium, water and many 
other chemical agents); hormones (e.g. ACTH, 
compound F, cortisone, insulin, pituitary extracts) ; 
viruses (e.g. rubella, tetanus, Newcastle disease) ; 
vitamin deficiencies (e.g. vitamin A, aminopteryo- 
glutamic acid, pteryoglutamic acid, vitamin B, By», 
biotin, carotene, folic acid, panthenic acid, ribo- 
flavin); congenital genetic abnormalities (e.g. mice 
with looptail, mice with sireniform young, mice with 
screwtails, mice with defective-gut-tail-urogenital 
system, rumpless fowls, creeper fowls, fowls with 
blebs, dexter breed cattle). In none of these experi- 
mental or genetically abnormal conditions was there 
any anomalous condition which approached the 
sacrococcygeal tumors in structure, even though the 
caudal regions of many of these animals were ab- 
normal. In practically all of the abnormalities there 
was hypoplasia and not hypertrophy of tissues, lack 
of instead of excess of tissues. 


SUMMARY 

The morphological relations and_ histological 
characteristics of a sacrecoccygeal tumor from a new- 
born living child have been described and the con- 
stituent tissues compared with those from sacro- 
coccygeal tumors of late fetal life and the first 
postnatal year which have been adequately described 
in the literature. The etiology of the tumor is dis- 
cussed from an embryologic point of view originated 
by Herrmann and Tourneux*!*4 and modified by 
Holmdahl‘ and others. Reference is made to modern 
experimental embryology in discussing the etiology. 
It has been found from a review of the actions 
of a variety of physical, chemical, and biological 
agents on the avian and mammalian embryos 
that there was none which produced results com- 
parable to this tumor and those described in the 
literature. It is suggested that the tumor arose 
from the aberrant and exuberant uncontrolled growth 
of the normal tissues resident in the sacrococcygeal 
region of the fetus, the primordial cells of which 
have been derived from the indifferent cells of the 
trunk-tail-bud. 
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. In reviewing the literature for comparative purposes 


we studied: 127 papers describing sacrococcygeal 
tumors, of which 34 contained descriptions of those 
occurring in children from the 8th fetal month to 
the end of the first postnatal year; 118 papers on 
the embryology of this region; 87 on the anatomy 
and pathology of the anal region; and 215 papers 
on the effects of various agents on the production 
of anomalies. Abstracts of most of these papers 
are on file in the office of the senior author. 


University of Virginia 
Charlottesville, Virginia 
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Observations on Infections of Adults 


A Method of Management 


WENTY YEARS AGO, the management of 

infectious diseases posed no great problem. The 
physician gave what supportive treatment he could 
and the patient’s recovery or demise depended more 
upon the severity of the illness, the stamina of the 
patient, and whether complications developed. Since 
the introduction of the antibiotics, some physicians 
have stated that they administer them for minor 
respiratory infections, and fevers of undetermined 
origin, for reasons usually to be found among the 
following: the family expected it; an unrecognized 
infection might be controlled early; prophylaxis 
against a complicating infection; and as a means 
of reassuring family, patient, and physician that 
something was being done. Reimann! and others 
have deplored this practice and commented that, in 
addition to the hazards to the patient,? thought must 
be given to the financial burden to the family of 
unnecessary antibiotics, and the confusion which 
they can cause the physician. Some physicians have 
felt that while a cautious use of antibiotics was the 
wise course, and an easy matter for the medical 
center type of practice, it was impractical in the 
average practice, 

In our practice of “family” internal medicine, 
we encounter essentially the same illnesses and 
patients as the general practitioner, with the excep- 
tion of children, and the above facts prompted us to 
make observations on a series of patients with fever 
and to work out an adequate approach to their 
management. Patients in the series consisted of 
house calls, the regular and casual patients who 
come to the office, and occasional referred patients 
in our city of 100,000 people. Data was collected 
over a period of two and a half years on a total 
of 120 patients with a temperature of 101° or 
higher, when first seen, or during hospital observa- 
tion. Every patient in the series was seen by one 
of us (MJM) and the other author (WDP) saw 
many of the patients and, of course, any in whom 
the diagnosis was in doubt, in an effort to make 
the study less biased and more accurate. 
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The question of how best to treat such patients 
resolved itself in most instances into how to differ- 
entiate between common viral respiratory diseases 
and potentially dangerous bacterial infections. If 
symptoms or signs were equivocal, or not diagnostic, 
only symptomatic medications were ordered. Fre- 
quently a blood count would help in diagnosis, and 
was quite reassuring to the family that “something 
was being done”, and that the illness was not being 
taken lightly. Patients with respiratory infections 
were also requested to send in sputum specimens 
for Gram stains in an effort to determine the etiology 
of bacterial infections, and to be certain that a bac- 
terial infection was not complicating an original, 
or previously diagnosed, viral infection. In the 
latter instance, a sputum loaded with pneumococci 
prompted a return visit earlier than previously 
planned. In each non-hospitalized case, the patient, 
or a member of the family, was requested to give 
a daily telephone report. Patients with virus respira- 
tory tract infections were told to contact us promptly 
if they recovered, or almost recovered, and then 
had a recurrence of fever or shaking chills, as this 
usually indicated the development of a complicat- 
ing bacterial infection. A mimeographed sheet of 
instructions was given to each patient and those 
with non-bacterial infections were given analgesics 
and those with bacterial infections received, in 
addition, whatever antibiotic was indicated A rec- 
ord of home calls was kept and this was facilitated 
by a mimeographed sheet on which common symp- 
toms could be encircled with a pen. 

While it is recognized that few signs or symptoms 
can be expected to give an unmistakeable etiologic 
diagnosis, the following were appraised to determine 
their respective values to us: Sudden or gradual 
onset; presence of generalized body aching; severe 
headache, often worse with motion; painful eyes or 
conjunctival injection; presence of a similar illness 
in the same household; presence of similar illness 
in same household and recovery without specific 
therapy; profuse sweating; fever of duration greater 
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than 48-72 hours; shaking chills (rigors) as com- 
pared to chilly sensations; pulse rate below or ex- 
ceeding 100; whether symptoms were diffuse (nose, 
throat, and lungs) as compared to localizing (only 
cough). Using the above noi-specific criteria, it 
was learned that the character of the chills, the 
pulse rate, and the character of the patient’s symp- 
toms and signs (whether diffuse or localizing) were 
of particular assistance. A decision had been orig- 
inally made to exclude any patients with chronic 
bronchitis, since there is a well known tendency for 
any type of infection to be followed by bacterial 
infection in many members of this group and, with- 
out the benefit of virus studies, we could not write 
with certainty as to the accuracy of our original diag- 
nosis. For the latter reason, we also decided to 
exclude any patients with a febrile gastroenteritis 
in whom a definite bacterial cause could not be 
proven (although none of them required antibiotics, 
and the majority had the clinical appearance of 
virus infections). Two patients were excluded be- 
cause there was a possibility of inaccurate diag- 
nosis, and one because infection was not present. 


100 INFECTIONS—62 BACTERIAL AND 38 oF Virus ETIOLOGY 


Symptoms were initially sufficiently localizing or diffuse to make the diagnosis apparent 


Symptoms were initially non-specific or misleading. 


had localizing signs and symptoms of a pulmonary 
infection. Although only 13 in the virus group had 
pulse rate below 100 and non-shaking chills, 26 of 
38 failed to have either shaking chills or a pulse 
rate exceeding 100. In the remaining 12 patients, 
the diffuseness of their symptoms and signs excluded 
a bacterial infection, though they did have shaking 
chills and a pulse rate exceeding 100. It may be 
indicative of the severity of the virus infections of 
the fall of 1957 (Asiatic influenza?) that all the 
patients seen with shaking chills and tachycardia, 
diagnosed as a virus infection, were seen this year 
except for two patients seen in 1956 who obviously 
had APC virus infection from symptoms and signs, 
including marked conjunctival injection. 

While confirmatory evidence of the bacterial in- 
fections was usually easily secured, the diagnosis 
of a virus infection was purely on clinical grounds 
with aid from blood counts, negative chest x-rays, 
sputums, etc. The limited facilities of area labs 
capable of performing agglutinations and cultures for 
diagnosis of virus infections made it impossible for 
them to honor requests for this service, which would 


Diagnosed on com- 
pletion of physical 
examination 


Diagnosed on com- 
pletion of lab work 


Developed Diagnosis became | Diagnosis more 


diagnostic signs | apparent early in | difficult and re- 


next day clinical course quired more time 
18 patients with 3 2 with ton- 4 2with 4 Chickenpox 4 3 with 3 liver abscess, 
misleading or sillitis. urinary tract Vincent's influenza and paratyphoid 
non-specific 1 with APC infections, infection. 1 with fever, sub- 
non-specific infection. 1 with Measles leptospiral acute bacterial 
cholangitis Pneumonia infection. endocarditis 
1 with 


pneumonia 


Of the 100 remaining patients in the series, 62 were 
diagnosed as bacterial infections, and 38 were be- 
lieved viral in etiology. Fifty-eight of the 62 patients 
with bacterial infections had shaking chills whereas 
these were experienced in only 15 of the 38 with virus 
infections. Fifty-four of 62 with bacterial infec- 
tions had a pulse rate exceeding 100 (at the time 
their fever was recorded at 101°) and only 22 of 
38 patients with viral infections had this. Con- 
versely, eight of 62 patients with bacterial infections 
and 16 of 38 with viral infections had a pulse 
rate below 100. Only one of the 62 patients with 
a bacterial infection had a “virus picture” (non- 
shaking chills and pulse rate below 100), and he 
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have made this study more accurate and interesting. 
At this point, it is worth stressing that the figures 
for the bacterial and viral infections cannot be 
used as an index of the proportion of the two seen 
in patients with fever of 101°. It would probably 
be near 3:1 in favor of the virus infections since 
many of the latter (not included in the series) were 
seen at times when their temperature had fallen below 
101°, and the diagnosis was so apparent that I did 
not find it necessary to see them again until after 
their recovery—using daily phone calls to follow 
their progress. This was not true of infections where 
there was no apparent cause and they were seen 
repeatedly or hospitalized. In the latter group, the 
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time honored method of withholding salicylates 
(except for extremes of pyrexia) was followed until 
we had an opportunity to observe the fever curve 
and codeine, or a similar preparation, was given 
to control the symptoms. 


Shaking Chills and Pulse Rate over 100 
Shaking Chills 

Pulse Rate cyer 100 

Non-shaking Chills 

Pulse Rate Under 100 

Non-shaking Chills and Pulse Rate Under 100 


As mentioned previously, two patients were ex- 
cluded because of the possibility of inaccurate diag- 
nosis. One was a young nurse with a clinical pic- 
ture of a rickettsial infection, including rash and 
tick bite, in whom agglutinations were negative. The 
other was a young teacher whose students had in- 
fluenza (Asiatic ?) but he was completely symptom- 
free except for hard shaking chills, lasting 30-60 
minutes, and occurring about twice daily, with a 
normal blood count, and recovery occurred without 
antibiotics. Since all patients with fever do not have 
infections, it might be mentioned that one referred 
patient was seen with history of no response to anti- 
biotics. She had fever, elevated pulse, and shaking 
chills, but also had hepatomegaly, splenomegaly, 
and a few enlarged lymph nodes and the diagnosis 
of Hodgkin’s disease was confirmed on biopsy. 


SUMMARY OF BACTERIAL INFECTIONS 


Respiratory Tract 


pneumonitis, pneumonia, 


tonsillitis, pharyngitis, and 


Vincent’s infection. 


Miscellaneous 


CHILLS AND PuLse RATE IN 100 INFECTIONS 


(37)—including acute bronchitis, 


Urinary Tract Infections (14)—including cystitis, pyelitis, 
epididymitis and prostatitis. 


had pulse rates of 100 or above during the course 
of febrile bacterial infections. Ample evidence that 
this is not a hard and fast rule was provided by the 
patient with S.B.E., who had the highest fever, the 
most severe shaking chills, and was the most crit- 


BACTERIAL INFECTIONS Virus INFECTIONS 


38 
51 (82%) 12 (31%) 
58 (93%) 15 (39%) 
54 (87%) 22 (57%) 
4 (6%) 23 (62%) 
8 (12%) 16 (42%) 
1 (1.6%) 13 (34%) 


ically ill—and never had a pulse rate exceeding 
100. Also, if the diffuse respiratory symptoms had 
preceded the fever by 1-2 weeks, the possibility of 
bacterial infection was much enhanced. 

It was also of interest that in 82 of the 100 pa- 
tients, the symptoms were sufficiently localizing, or 
involvement of the respiratory tract was sufficiently 
diffuse, to make the diagnosis apparent. In only 18 
of the patients were there non-specific or misleading 
symptoms when the initial history was taken. Of 
these 18, the diagnosis was apparent on completion 
of the physical examination in three, and was ap- 
parent in four more on the second. day of illness 
(measles, chickenpox, pneumonia, and Vincent’s 
infection). Laboratory reports’ were diagnostic in 
four more and the clinical course was diagnostic 
early in four others, leaving three patients of the 


SUMMARY OF VIRAL INFECTIONS 
Respiratory Tract (35)—including adenopharyngeal 
conjunctival infection and 
influenza. 


“Childhood Infections” (3)—including mumps, chicken- 
pox, measles. 


(10)—including cellulitis, erysipelas, 


abscess of hand, cholangitis, 
subacute bacterial endocard- 
itis, paratyphoid fever, liver 


While the pulse rate and chills were helpful, other 
factors must always. be taken into consideration, 
such as the likelihood that the patient’s cardiovas- 
cular status and physical conditioning will affect the 
pulse, rate, and occasional patients; would possibly 
have a chill at the mere thought of, a bacterial infec- 
tion. Still, most of the athletic,and laboring patients 
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abscess, leptospiral infection. 


100 in a more difficult to diagnose category (S.B.E., 
liver abscess, paratyphoid fever). Another point of 
interest was that of the 15 patients in whom the 
diagnosis was not readily apparent on completion 
of the initial history and physical examination, 10 
were proven to be bacterial infections. 

In summary, a statistical observation was. made 
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that an average physician could expect to recognize 
the cause of 82% of the infections he encounters in 
adults obtaining his history, and an additional 3% 
by the time he completes his physical examination. 
Minimal and basic laboratory tests would increase 
his accuracy to 89%, and observation for one day 
would prove diagnostic in another 4% for an ac- 
curacy of 93% in the first 24 hours. He could 
expect the cause to become apparent in half of the 
remaining 7% in the first few days, and could 
expect the other half (3-4%) to be difficult to diag- 
nose. 

Therefore, a tendency to thoughtless or hasty 
administration of antibiotics is decried, and an ap- 
proach to febrile illness was described which seems 


Vegetable oils, commonly used in cooking and in 
salads, have come to the aid of diet-conscious teen- 
agers, who suffer from acne, the so-called “pimples” 
of adolescence. Dr. W. R. Hubler, Corpus Christi, 
Texas, said that corn oil, used as a dietary supple- 
ment, prevented weight loss and fatigue often asso- 
ciated with low fat diets, a frequent acne treatment. 

Working with three different groups of acne pa- 
tients, Dr. Hubler reported in the June issue of the 
Archives of Dermatology, published by the Ameri- 
can Medical Association, that corn oil was especially 
well tolerated and “made unpleasant low-fat diets 
more palatable.” “Unsaturated fatty acids in the 
form of corn oil helped maintain weight and vigor 
in the average patient with acne.” 

He said that in one group there was a remarkable 
improvement in the skin and general condition of 
five patients. “None of the patients became worse 
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Young Acne Sufferers 


applicable to adult general practice or “family in- 
ternal medicine” practice. The helpfulness of pulse 
rate, type of chills, and the presence or absence of 
diffuse (as compared to localizing) symptoms in the 
differential diagnosis of virus and bacterial infec- 
tions was the subject of comment. 
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when corn oil was added to their diets.” 

In another group of 180 patients studied, the acne 
condition “seemed to subside more rapidly than in 
patients treated prior to the use of corn oil.” Out 
of the 180 patients, he had to resort to x-ray treat- 
ment in only five in order to produce clearing of their 
acne. Even patients who suffered from acne in its 
worst form “improved with remarkable rapidity” 
with oral use of corn oil. 

“All of my acne patients,” Dr. Hubler stated, 
“now are allowed to use corn oil freely in their diets. 
Seventy-five patients have also used an unsaturated 
corn oil oleomargarine on their bread without appar- 
ent deleterious effects.” 

The Texas physician pointed out also that in his 
studies he found that ingestion of corn oil did not 
influence the normally low cholesterol levels of the 
teen-agers in any way. 
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Viral Hepatitis 
Recovery with ACTH 


Report of one case 


HE ADVANCED ALTERATION of sensorium 
in the course of viral hepatitis has been of 
ominous portent. The report of recovery in two 
cases using adrenocortico-steroids led to widespread 
trial.! The authors of this report indicated that in 
an experience of more than 1,000 cases of coma in 
viral hepatitis no other recoveries had been made. 
Subsequent to this report workers at the Army Hepa- 
titis Center used cortisone, ACTH or both on six 
cases in deep coma without a single recovery.” 


Prior suggestions on the potential value of adrenal 
cortical extract had been made as long ago as 1937. 
Claim had been made for recovery from liver coma 
using adrenal extract in three cases in the late 
1940’s.8 


In the case to be described ACTH was selected 
in a critical situation mainly because of fear of 
untoward results using the high dosages of the suc- 
cessful outcomes! and the failure of response in the 
lower dosages in the group that died.’ 


CASE REPORT 


R. W., a 16 year old white male, was admitted to 
the Winchester Memorial Hospital on October 22, 
1953, after an illness of about six weeks character- 
ized by headache, vomiting and deepening jaundice 
(apparent about three weeks). The illness had been 
characterized by poor adherence to the local physi- 
cian’s advice with particular failure to stay at rest. 
Admission was sought because of increasing listless- 
ness and somnolence and inability to retain even 
water by mouth. It was noted with interest that two 
siblings had suffered 10 day illnesses characterized 
by nausea, vomiting and jaundice in the 30 day 
period prior to illness of the patient and had both 
recovered completely. The history relative to animal 


contact or injection therapy in the patient was nega- 


tive. 
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Hepatic Coma Associated with Acute 


H. PEARCE MACCUBBIN, M.D. 


Winchester, Virginia 


Physical examination revealed a normally de- 
veloped, deeply jaundiced boy, moderately cachectic 
and quite dehydrated. He was lethargic and re- 
sponded to questioning cloudily. Temperature, rec- 
tally, 100° F. Pulse 60/min. Respiration 16/min. 
Blood pressure 124/80. Oral mucosa dry. Heart 
and lungs free of significant pathologic findings. The 
abdomen was slightly distended. Liver could be 
easily palpated 4 cm. below costal margin and was 
smooth and tender. Spleen was not palpable. Ascites 
of minor degree was thought to be present. No edema 
noted in scrotum or extremities. 


Laboratory findings within the first two days after 
admission showed WBC 6,000 per cu. mm. PMN 
81%, lymphocytes 18%, eosinophil 1%, hemoglobin 
14.4 gram, RCV 47.5%. Urine—brown, specific 
gravity, 1.020, reaction acid, albumin trace, sugar 
negative, microscopic—rare granular casts and occa- 
sional WBC. Serum bilirubin 40 mg.%. Total pro- 
tein 7.2 gram, albumin 3.6 gram, globulin 3.6 gram. 
Urinary tests for bile and urobilinogen were strongly 
positive. Cephalin flocculation 4 plus. Prothrombin 
time 29 seconds (control 13 seconds). B.U.N. 23.8 
mg. Blood chlorides 95 meq. Serum potassium 4.0 
meq. Serum sodium 126 meq. 


Treatment began with bed rest and dietotherapy 
with vitamin supplement including brewers’ yeast 
and B complex. Pain in the region of the liver and 
vomiting precluded oral therapy. Parenteral glucose 
and electrolytes with vitamin supplement were started 
on October 24, 1953. Small amounts of Meperidine 
(25 mg.) were given by injection for pain and rest- 
lessness. Vomitus contained blood on this date and 
Kappadione was administered intravenously. The 
abdominal fluid increased in amount and presacral 
edema of mild degree was noted. Salt was removed 
from the oral intake and Thiomerin, 1 cc., was ad- 
ministered subcutaneously. In the evening of October 
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26, 1953, the patient became comatose and there was 
found an increase in serum bilirubin to 44 mg. and 
rise in prothrombin time to 44 seconds (control 14 
seconds). The family was advised that the situation 
appeared hopeless. Temperature 98.4 F. (R), pulse 
110/min., blood pressure 96/70, respiration 30 and 
shallow. 

In the evening of October 26, 1953, ACTH 
(plain) 25 U. I.M. every six hours was begun. The 
response was dramatic and satisfying. By October 
28, 1953, (36 hours) the patient was receiving ade- 
quate ora] intake of nourishment and fluids and by 
November 1, 1953, he was fully alert, cheerful, 
appetite excellent and pain had disappeared. The 
dose of ACTH was gradually decreased and entirely 
discontinued on November 6, 1953. On October 29, 
1953, Mephyton (60 mg. I.V.) was administered 
with prothrombin time at 33 seconds and on October 
30, 1953, the prothrombin time had dropped to 19 
seconds. There was no further untoward incident. 
The patient was kept at bed rest, with high calorie 
intake including salt in the diet. By November 30, 
1953, the serum bilirubin was 1.6 mg. and B.U.N. 
17.3 mg. The liver edge remained down and at the 
time of discharge from the hospital December 2, 
1953, could be felt 2 cm. below the rib margin, firm 
and non-tender. He was advised to follow a bed and 
chair rest program at home with dietary and vitamin 
supplement instructions. With recovery there was 
noted an elevation of the WBC count, reaching a 
peak of 16,500 per cu. mm. and remaining at 11,500 
cu. mm. when discharged. The differential count was 
normal. 


On December 11, 1953, the patient was seen as 
an out patient. At this time the serum bilirubin 
was unchanged. Bromsulfalein retention was 12% 
after 45 minutes. The liver edge could be felt about 
1 cm. below the rib margin. He was seen for the last 
time on January 5, 1954, at which time the liver 
edge was barely palpable on deep inspiration. Serum 
bilirubin 0.55 mgm.% and the bromsulfalein reten- 
tion was 0.5% after 45 minutes. He was allowed to 
return to free activity. 


DISCUSSION 


From the one case here presented and the excellent 
result reported in the year preceding using ACTH 
and cortico-steroids there seemed little doubt that the 
knotty therapeutic problem of hepatic coma was about 
to succumb to these therapeutic advances. Now four 
years since the dramatic response obtained it becomes 
evident that hepatic coma has yet found no single 
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agent conqueror. ACTH and adrenocortico-steroids 
have not sustained the initial promise and some 
workers find no use for these hormones in the arma- 
mentarium, 


Since 1950, the additions to treatment aside fron 
the hormones and the basic regimen of parenteral 
glucose, electrolytes, and Vitamin B Complex and 
Vitamin K are several. Chlortetracycline has main- 
tained a position of usefulness on the basis of chang- 
ing bacterial flora of the intestine and reducing the 
formation of ammonia. Glutamic acid used to detox- 
ify circulating ammonia (Walshe, J. W.) has in 
general failed to be of significant benefit in a num- 
bers of series.67*%9 Arginine, also acting as an am- 
monia detoxifier, is at this time debatable so far as 
usefulness is concerned having its proponents’ and 
opponents.’ With the incrimination of ammonia™ 
as the toxic substance creating the neurologic mani- 
festations in hepatic coma, most scholars in this 
entity have rejected the oral or parenteral use of 
protein or the NH, ion.*** Some little doubt as 
to the importance of defective nitrogen metabolism 
is cast by at least one eminent worker, however.® 

Thirteen cases of coma due to acute viral hepatitis 
and not associated with months or years of intermit- 
tent relapsing liver disease (hepatitic cirrhotic or 
other cause) were found in the English literature 
and thought comparable to the case here presented. 
All had been treated with ACTH or adreno-corti- 
coids. Only 3 recovered. (Ducci!, Evans*, Alexan- 
der, Spellberg’.) Adding the case reported here 
brings the total to 14 with 4 recoveries. Seventeen 
cases of comparable cause and symptoms who were 
not given ACTH or corticoids™-" resulted in 3 re- 
coveries. Certainly the case for hormonal therapy 
is not established. 

The risks involved in hormonal] therapy pertain to 
electrolytes imbalance, fluid retention and upper 
intestinal tract erosion and bleeding. These risks 
may be less than has been stressed when the natural 
pathology of the disease is scrutinized. One author 
recently proclaims that the usefulness of hormones in 
hepatic coma far outweighs the risk. Most workers 
agree that even though unimpressed by the informa- 
tion in support of adrenal hormones as the therapy 
of first consideration, the usually fatal outcome of 
hepatic coma, particularly subsequent to hepatitis, 
justifies the use.’ 

Little more than speculation is available to ex- 
plain the action of ACTH and _ cortico-steroids. 
Spellberg® has summarized a theory suggesting pitui- 
tary suppression secondary to advanced liver disease 
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on the basis of known decrease in the 17 hydroxy- 
corticoid output. He has also demonstrated a rise 
in blood and urinary 17 hydroxy-corticoids in liver 
coma using ACTH or corticoids. There is no definite 
proof in favor of one or the other hormonal substance 
as the agent of choice. 

It is difficult to deny the life-saving action of the 
ACTH in the case presented. Adherence to other 
principles of therapy involving the use of glucose, 
electrolytes, vitamins K and B complex, protein and 
NH, ion restriction, prevention of bleeding and re- 
moval of blood from the intestinal tract, antibiotic 
therapy, blood replacement and ventilatory support 
is essential. The use of arginine demands more study 
and confirmation. ACTH and adreno-corticoids 
should be used when the latter stage of sensorial 
disturbance is reached. 


SUMMARY 


1. Reflections on the infrequency of recovery from 
hepatic coma are made. 


2. A case of coma subsequent to viral hepatitis 
that recovered after ACTH was added to the thera- 
peutic regimen is presented. 

3. The status of current therapy for hepatic coma 
is briefly reviewed. 

4. ACTH and cortico-steroids are advocated for 
the case of liver disease in deep coma. 
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Gonorrheal Arthritis 


CUTE ARTHRITIS involving only one joint 
may be due to gout. Other causes are more 
likely and have to be differentiated when seen 
in a young colored female. Such a case was recently 
seen that had been undiagnosed and mistreated. 


CASE REPORT 


C. C., a colored female, age 16, was first seen 
on 12/17/58 complaining of pain and swelling in 
the left wrist and hand for three months. Onset 
was acute. Treatment from another physician was 
symptomatic, including application of a cast. There 
had been no improvement except from transition 
from the acute to subacute stage. Further pertinent 
history revealed that she had noticed a vaginal 
discharge for about four years, there had been mod- 
erately severe pelvic and back pain for several 
months, and that she had hot flushes and was 
nervous. Menstruation was regular but painful. She 
had been promiscuous in her sexual habits. 

Examination revealed a poorly nourished colored 
female. There was moderate swelling, tenderness 
to pressure, and pain on motion of the left wrist. 
Pelvic examination revealed a large eroded cervix. 
The ueterus was posterior, normal size, and acutely 
tender. There were bilateral acutely tender adnexal 
masses. Smears from both the urethra and cervix 
revealed many gram negative intracellular diplococci. 
Diagnoses were (1) gonorrheal arthritis of the left 
wrist, (2) gonorrheal pelvic inflammatory disease, 
and (3) hypoovarianism. Treatment consisted of 
cauterization and conization of the cervix, penicil- 
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lin, and estrogen. No local treatment was given to 
the wrist. Improvement was dramatic. The wrist 
became asymptomatic except for residual stiffness, 
and the pelvic infection showed immediate improve- 
ment. 

It seems that the improper diagnosis and treat- 
ment of a case of acute gonorrheal arthritis is clearly 
demonstrated here. Certainly, gonorrhea is still com- 
mon enough to be considered in the differential diag- 
nosis of acute arthritis, especially when it involves 
only one joint. And certainly, once diagnosed, the 
treatment with penicillin is most simple. 

The differential diagnosis should offer little dif- 
ficulty. Osteoarthritis is not a factor here because 
of age. Rheumatoid arthritis and rheumatic fever 
would be unlikely with just one joint involved for 
three months. Gout causes acute monoarticular 
arthritis but has a different clinical course and is 
rarely seen in a young female. This leaves infec- 
tious arthritis as an almost certain diagnosis. The 
history and examination confirmed the origin and 
kind of infection. 


SUMMARY 


A case of undiagnosed and mistreated gonorrheal 
arthritis is presented. Differential diagnosis and 
treatment is discussed. Symptomatic treatment of 
this type of case is definitely inadequate in this era 
of specific therapy. 


124-30th Street 
Newport News, Virginia 
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Pre-Paid Medical Care... . 


What They Are Doing. 


The cost of health services projected by the rate 
of utilization of those services equals money out of 
people’s pocketbooks. Twenty-five years ago the per- 
sons who were truly concerned with this “axiom”, 
those persons whose pocketbooks were involved, were 
the relatively few individuals who had occasion to 
use health services. Even at the relatively low costs 
and utilization rates then existent, many of these 
individuals had their pocketbooks depleted when 
meeting the expense of the health services they 
needed. The situation called for corrective action, 
and the doctors and hospitals across the country 
established Blue Cross-Blue Shield Plans to provide 
it—they adapted the “spread-the-risk” principle to 
the field of health-care expense, establishing non- 
profit, community service organizations to run the 
“business”’. 

During the ensuing quarter century, spreading the 
risk of health-care expense became “big business”’. 
Each year saw an increasing number of people sub- 
scribing to the idea of periodically paying small 
amounts into a “pool” from which would be paid 
the large amounts needed to cover the health-care 
expenses of those participants who became sick or 
injured. Today three-quarters of the population par- 
ticipate in a “spread-the-risk” plan of some kind, 
and today the “axiom” involves not only the people 
who have need of health services but just about 
everybody. Because of participation in some spread- 
the-risk plan, just about everybody, the healthy as 
well as the sick, finds his pocketbook is affected by 
changes in the cost of health services and by changes 
in the rate of utilization of those services. Just about 
everybody is understandably perturbed that the now 
precipitously rising costs and utilization rates are 
hurting him in the pocketbook. 

The people of several states, through their gov- 
ernments or other agencies, are taking a close look 
at just how health services are provided and used. 
This is what they are doing. 

Kansas: 
A Joint Committee of Blue Cross-Blue Shield, 


Kansas Hospital Association, and Kansas Medical 


Society has initiated a study on Utilization of Hos- 
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pital Facilities which is being conducted by the 
medical staffs of approximately 100 hospitals 
throughout the State. Its purpose is to develop a 
way for medical staffs to routinely evaluate a sample 
of cases for the detection of possible faulty usage. 
This study has been in progress since September 
1958 and should be completed in the near future. 


Massachusetts: 


A dual study has been undertaken by the Blue 
Cross Plan and the Massachusetts Hospital Asso- 
ciation, and has been under way since late last sum- 
mer. Phase 1, conducted by the Blue Cross Plan, is 
a study of the cost of hospital services extended to 
Blue Cross member patients as compared to the costs 
of services rendered to non-Blue Cross patients. It 
is estimated that this phase will take about 15 months 
to complete and will cost approximately $50,000. 
Phase 2 is designed to ascertain the non-medical 
factors and family situations which lead to hospital 
utilization, as well as the medical reasons for such 
admissions given by attending physicians. This 
phase will be conducted by the Health Information 
Foundation in conjunction with the National Opin- 
ion Research Center of the University of Chicago. 
This project, which will cost about $200,000, is to 
be paid for by the Health Information Foundation 
and is under the direction of Odin W. Anderson, 
Ph.D., of HIF and Paul S. Sheatsley of NORC. 
This phase has the active support of the Massachu- 
setts Medical Society, Massachusetts Hospital As- 
sociation, and the Blue Cross-Blue Shield Plans. 


Michigan: 

An outgrowth of hearings held by the Governor’s 
Study Commission on prepaid hospital care plans, 
a detailed study was started last year by the Uni- 
versity of Michigan. Its anticipated cost is $325,000 
which will be contributed by the W. K. Kellogg Com- 
pany; the project director is Prof. Walter J. Mc- 
Nerney, Director, Programs in Hospital Administra- 
tion, University of Michigan. With the active sup- 
port of the Michigan State Medical Society, Michi- 
gan Hospital Association, and Michigan Blue Cross 
Plan, the project is on a state-wide basis and is 
designed to cover the following major areas: 
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(1) Physician influences on hospital utilization. 

(2) Household survey to determine means of fi- 
nancing, and attitudes toward, medical ex- 
penses. 

(3) Hospital accounting and reimbursement. 

(4) Insurability of hospital services, cost trends, 
and related factors. 

(5) Prepayment and insurance agencies. 

(6) The effect of controls exerted by various agen- 
cies on quantity, quality and cost of health 
services. 

(7) Discharge (case) study. 

(8) The roles of government agencies in provid- 

ing or financing health care. 


New Jersey: 


Instigated in mid-1958 by Charles R. Howell, 
New Jersey Commissioner of Banking and Insur- 
ance, a study is being conducted by a Citizens Com- 
mittee. Primarily concerned with utilization of hos- 
pital facilities and its relation to Blue Cross rates, 
the study is believed to have been instigated in re- 
sponse to labor group pressure following hearings on 
Blue Cross rate increases in March 1958. The ex- 
ploratory work is being conducted by Dr. Sidney 
I. Simon of Rutgers University and indications are 
that the following areas will be studied: 

(1) Availability of hospital facilities. 

(2) Hospital Costs. 

(3) Utilization of hospital facilities. 

(4) Blue Cross payments to hospitals. 

(5) Blue Cross reserves. 

(6) Blue Cross administration. 


New York: 


Requested by the Superintendent of Insurance, a 
study is being conducted by Columbia University 
School of Public Health and Administrative Medi- 
cine under the direction of Ray E. Trussell, M.D., 
Associate Dean. Its cost, about $150,000, is to be 
financed by the 19 non-profit health insurance plans 
in the State, including eight Blue Cross Plans, in 
proportion to their total respective annual incomes. 
Designed to provide a basis for the determination of 
fair and equitable rates for prepayment, the study 
will cover these areas: 


(1) Historical development and public purpose 
of the non-profit plans. 
(2) Operations of hospitals. 
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(3) Hospital reimbursement cost formulas. 
(4) Utilization of hospital facilities and trends 
in their use. 


(5) Financial structure of plans including operat- 
ing costs and benefit provisions. 

(6) Legal handicaps. 

(7) Experience rating versus community rating. 

(8) Representation on Boards of Directors. 


Ohio: 


Just under way is a study by the State Department 
of Insurance which has requested that hospital costs 
and the utilization of hospital facilities be investi- 
gated in the 15 counties served by the Cincinnati 
Blue Cross Plan. Initially, a series of questions by 
the Department has been sent to all Ohio Blue Cross 
Plans and it is planned to present an outline for 
the study to a special committee of the Hospital 
Advisory Council. 

The Cleveland Blue Cross Plan is bringing to 
completion a study which has been under way for 
three years. Limited to the five counties that made 
up the original operating area of the Cleveland 
Plan, the survey is being conducted by Howard 
Whipple Green and Associates. Its estimated cost is 
$150,000 and its areas of study are Availability of 
Hospital Facilities, Hospital Costs, and Utilization 
of Hospital Facilities. 


Pennsylvania: 


The Governor has appointed a 43 member com- 
mission under the chairmanship of State Insurance 
Commissioner Francis R. Smith to study: 


(1) Availability of hospital facilities. 
(2) Hospital costs. 

(3) Utilization of hospital facilities. 
(4) Blue Cross payments to hospitals. 
(5) Blue Cross reserves. 

(6) Blue Cross administration. 


Still in the planning stage, it is expected that 
this study will also embrace problems of hospital 
administration, government subsides for free care, 
clinic and outpatient methods, and fees for the care 
of long-stay and convalescent patients. It is esti- 
mated that this study will require at least two years 
to complete and will cost about $300,000; to be 
financed by the State, the five Blue Cross Plans, and 
other organizations. 
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Public Health .... 


Mouth-to-Mouth Rescue Breathing 


“Expired air inflation” is a general term for all 
variations of mouth-to-mouth resuscitation. Resus- 
citation with expired-air breathing is simple and 
effective. It is especially useful in cases of injury 
to the body. It may be adapted readily to infants, 
children, and adults without adjunct equipment. It 
reflects the basic physiological principle of employ- 
ing expired air as the ventilating gas for all modi- 
fications of this method. This includes variations 
in the technique or the use of adjunct equipment. 
Direct mouth-to-mouth, direct mouth-to-nose, mouth- 
to-mask, mouth-to-airway (oropharyngeal), mouth- 
to-tube, (endotracheal), and mask-to-mask methods 
are all included in the term “expired air inflation.” 

The most important advantages of this type of 
resuscitation are: 


It is superior in ensuring adequacy of pulmonary 
ventilation ; 

It is the only technique allowing the rescuer to 
be stationed at the patient’s head to monitor the 
airway and its patency; 

It requires a low expenditure of energy and thus 
can usually be continued for hours by most oper- 
ators; 

It is a universal method for all ages and sizes; 
Small or young individuals can perform satisfac- 
torily on subjects much larger than themselves; 


It can be performed without any equipment or 
adjuncts; 


It does not require any special training; 


Most people can learn the technique by watching 
a demonstration or a movie; 


Practice sessions, while helpful, are not necessary. 


The most important single factor in assuring ade- 
quate ventilation is maintenance of an open, natural 
airway by proper extension of the neck and elevation 
of the jaw. This prevents obstruction of the airway 
above the larynx. In expired-air breathing this type 
of obstruction is prevented as the hands are free to 
keep the head extended and the lower jaw displaced 


forward. If there is an obvious mechanical obstruc- | 


tion in the airway, the first thing to do is to remove 
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it. If there is no such obstruction, start with mouth- 
to-mouth breathing at once. With each breath the 
operator can estimate the presence of obstruction, 
the degree of inflation and the degree of relaxation 
of the victim’s chest. 

The technique for mouth-to-mouth resuscitation 
is as follows: 

The victim is placed in the supine position with 
head extended and the rescuer is stationed at the 
side of the head. The latter places the fingers of 
both his hands beneath and behind the angles of 
the lower jaw of the victim and lifts vertically up- 
ward. This lifts the mandible and brings about 
partial temperomandibular separation; the hyoid 
bone and the floor of the mouth are also drawn up- 
ward. The tongue is thus effectively cleared from 
the oropharynx since it is attached to the mandible, 
hyoid bone, and floor of the mouth. 

The rescuer places his mouth over the mouth and 
nose of the victim, or over the mouth while pinching 
the nose, and breathes into the airway until he sees 
the chest wall rise adequately or feels the resistive 
force exerted by the expanded lung and chest wall. 
The rescuer then removes his mouth and allows the 
lung to deflate passively. As soon as it is clear that 
the airway is patent, the rescuer may move one 
hand to the epigastrium and exert continuous mod- 
erate pressure between the costal margin and the 
umbilicus. This prevents air from passing down 
the esophagus to cause gastric distention. This pres- 
sure also causes previously swallowed air to be 
easily belched up. The pressure on the stomach may 
also cause regurgitation of water swallowed during 
submersion, or of recently ingested foods. In such 
a case, the victim should be quickly turned to prone, 
head-down position to secure adequate drainage. 


For infants and small children the inflation rate 
should be at least 20 times per minute. If the oper- 
ator begins to develop hyperventilation, he should 
slow his rate or stop to take one normal breath each 
minute. 

While mouth-to-mouth breathing can be performed 
without any equipment or adjuncts, the use of masks, 
oropharyngeal airways, or endotracheal tube facili- 
tates mouth-to-mask, mouth-to-airway or mouth-to- 
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tube ventilation. The use of mask-to-mask method 
permits the use of expired air inflation in a con- 
taminated atmosphere. 


mains below normal and his arterial oxygen satura- 
tion above normal because of mild hyperventilation 
on the part of the rescurer. 


The mouth-to-mouth method of artificial respira- The teachability of mouth-to-mouth breathing is 
tion has been officially adopted by the U. S. Army demonstrated by the fact that 90% of 164 untrained | 
and Air Force and is being considered by the Navy. rescuers performed this method satisfactorily after | 
The American National Red Cross has accepted it one demonstration. Women and children who weigh 
for emergency resuscitation of infants and small chil- 100 pounds can adequately ventilate victims who | 
dren. The National Academy of Sciences’ National weigh 200 pounds. . 
Research Council has recommended its adoption by 
the American National Red Cross as the method 
of choice for all ages. 


Physicians will be called on to render their opin- | 
ions and advice on this method of life saving. They 
should consider expired air inflation in their con- 
tacts with appropriate community groups and should 
dorsing this as the method of artificial respiration realize that many lives might be saved through the 
which should be used in common emergencies. It acceptance and use of this highly successful method 
requires less expenditure of energy than that of any of emergency resuscitation. 
manual method. It can be used by a child, a house- 
wife, a lifeguard, a nurse, or a doctor in any emer- 
gency. It can usually be continued by most operators 
for hours. 


The Virginia State Department of Health is en- 
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The Medical Society of Virginia .... 


Principles and Policies 


The following Principles and Policies, adopted 
by the House of Delegates last October, are reprinted 
as directed by that body. It is earnestly requested 
that all members read these Principles and Policies 
with great care. 


We reiterate the fundamental principles which the 
profession of medicine has always accepted and 
by accepting has gained the confidence and respect 
of humanity. From the Hippocratic Oath to the 
most recent revision of the Principles of Ethics of 
the American Medical Association and the opinions 
and reports of its Judicial Council, through the 
teachings of medical philosophers down through the 
ages, the same basic principles have survived. Cul- 
tural, social, and economic attitudes have altered 
details of application but the principles are basic 
and unchanged. 

As stated in the preamble of the recent revision 
of the Principles of Medical Ethics, “These prin- 
ciples are intended to aid physicians individually 
and collectively in maintaining a high level of ethical 
conduct. They are not laws but standards by which 
a physician may determine the propriety of his 
conduct in his relationship with patients, with col- 
leagues, with members of allied professions, and 
with the public.” 

We are firmly convinced that the survival of the 
medical profession as a group of dedicated individ- 
uals, free to serve without limitation except as im- 
posed by the available scientific knowledge and art 
of application, depends completely upon the ad- 
herence and conformance of the medical profession 
individually and collectively to those basic and fun- 
damental principles. 

In accord with those principles there are certain 
privileges and obligations which may be enumerated. 

First, of the physician himself: 

1. The right of the patient to the free choice of 
the physician who attends him. 

2. The freedom of the attending physician to 
treat his patient in accordance with currently ac- 
cepted procedures, and without interference by a 
third party. 

3. The right to charge a fee for services consistent 


422 


with the service rendered. The skill and capability 


of the physician, the time and effort required, and 
the capacity of the patient to pay. 

4. The obligation of a good citizen to his com- 
munity and his colleagues. 

5. The duty to support, to consult with, to aid, 
advise, and teach other members of his profession. 

6. The right of each duly licensed member of the 
medical profession to be considered capable of ren- 
dering medical services in accordance with law and 
local practice, unless otherwise determined by his 
peers. 

In willing and cheerful return for the rights and 
privileges granted to the profession as a whole and 
to its members each individual has an obligation to: 

1. Render good, efficient, and honest services to 
his patients and their families in conformance with 
policies accepted in his own community. 

2. Charge fees for services rendered which are 
reasonable and in accord with the patient’s capacity 
to pay, and to willingly explain the fees charged and 
the reasons therefor. 

3. To assist any person in an emergency to obtain 
needed medical attention, regardless of the ability 
to pay, and if medical services are personally ren- 
dered, to continue such services until the family 
physician is available or until adequate time and 
opportunity is afforded to secure replacement. 

4. To grasp every available opportunity to read, 
study, and attend meetings and seminars to maintain 
and iraprove his competence in the art and science 
of medicine. 

5. To secure consultation or assistance, or to re- 
fer the patient to a more capable or better trained 
physician, when the character of the illness or the 
complications of the case indicate the need of as- 
sistance or his lack of capacity in that particular 
case. 

6. To secure consultation or make referral on the 
basis of ability and capacity rather than because 
of friendship or the expectatio. of reciprocated 
favors. 

7. To refrain from the splitting of fees in any 
guise, and to confine his income from the practice 
of his profession solely to fees for services actually 
rendered. 

8. To contribute to his community as a good and 
active citizen, participating in every worthwhile 
community enterprise to the extent permitted by the 
needs and demands of his patients. 
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9. To participate regularly and actively in the 
local, state, and national organizations representa- 
tive of his profession. 

As the individual member of the medical profes- 
sion has privileges and obligations, so have the 
organizations of individuals, the medical societies. 
Chief among them are: 

1. To examine carefully and critically the train- 
ing, capability, character and practice of applicants 
for membership and of its members, for the assur- 
ance that they are capable of and are delivering 
the type and character of service the public has a 
right to expect and believes it receives from those 
accepted into membership in official medical organ- 
izations. 

2. To investigate and determine abuses in the 
practice of medicine, and of violations of accepted 
principles of medical practice or of ethics, and to 
discipline proven violators by appropriate action 
taken without fee or favor. 

3. To study and investigate proposals for new 
and untried forms of medical practice based on 
changes in social or political concepts, and when 
those proposals fail, to conform to the basic ac- 
cepted principles of policy and medical ethics to 
withhold approval and discipline violators. 

4. To study and investigate proposals for the 
medical care of indigents, whether by private or 
public agency, in order to assure that regardless of 
the source of financial support, local control and 
direction is retained. 

5. To perfect arrangements whereby emergency, 
night, holiday, and week-end medical services are 
available when required. 

To attain the implementation of the preceding 


Television viewing does not harm the eyes, Dr. 
Robert J. Beitel, Jr., a leading eye physician, be- 
lieves. “Watching TV,” he said, “will not create 
a need for glasses that did not already exist. Fre- 
quently, a person with a minor eye defect, such as 
near-sightedness or astigmatism, may find he needs 
glasses after viewing TV. In such a case, television 
detects rather than causes the trouble.” 

However, improper viewing habits can tire the 
eyes needlessly. “If you were to stare at a spot on 
the wall for several hours, your eyes would become 
tired. The same fatigue occurs when you watch TV 
for a long time. Rest your eyes periodically.” 

Dr. Beitel, chairman of the Conservation of Vis- 
ion Committee at the Pennsylvania Academy of 
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TV Viewing Does Not Create Need for Glasses 


principles and policies it is recommended that: 

1. Wide publicity be given the principles and 
policies as adopted, first, through the Virginia Med- 
ical Monthly and the sending of reprints to each 
physician licensed to practice in Virginia, and later, 
through the various media for public information. 

2. Appropriate committees be appointed to (a) 
rule on questions of principles and policies as they 
arise and (b) to investigate and recommend appro- 
priate action when violations are determined. The 
State Medical Society Committee should consist of 
not less than eight (8) members appointed by the 
president of the Society. 

3. It is further recommended, that local com- 
mittees on the principles and policies of the medical 
profession be established in each constituent society. 

4. Further to make effective these recommenda- 
tions, that the activities and functions of the Media- 
tion and Ethics Committees be evaluated and 
larified. 


Although the following two recommendations were 
not adopted by the House of Delegates they will 
quite likely be considered again during the 1959 
Annual Meeting in Roanoke. Your thoughts should 
be made known to your local society. 

1. That these principles and policies be written 
into the constitution of The Medical Society of Vir- 
ginia and that the Judicial Committee be instructed 
to accomplish that effort. 

2. That study be made of the feasibility of in- 
corporating these principles and policies into the 
Medical Practice Act that the sanction of law may 
give weight and add authority to enforcement. 


Ophthalmology and Otolaryngology, suggests a num- 
ber of ways to avoid needless eye fatigue in the April 
25th issue of TV GUIDE magazine. 

“The room-lighting around your set should not 
approach the intensity of the light from the screen. 
Lamps used along the side of the room tend to throw 
light in your eyes. The ideal place for TV lighting 
is behind you.” 

Dr. Beitel also suggested the viewer watch the 
screen from a reasonable distance and sit directly in 
front of his set. 

However, he offered a note of caution. “If you’re 
sure you're practicing the best viewing habits and 
you still suffer prolonged eye discomfort, have your 
eyes examined by an ophthalmologist.” 
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Miscellaneous... . 


Speech given by Congressman Burr P. 
Harrison before the King’s Daugh- 
ters’ Hospital, dedicated at Staunton, 
Virginia, February 8, 1959. 


I am honored to be invited to share this happy 
occasion with you and to join in paying tribute to 
the unselfish work, the sacrifices, the tireless effort 
for hours and days and weeks and years of those 
who planned, who solicited, who organized, who 
contributed, who managed and who produced this 
new wing from the intangible of a dream to the 
solid brick and mortar reality of this beautiful build- 
ing with 33 new beds for the relief of the sick and 
maimed of this community. They have brought to 
fruition a hospital which is a credit to this com- 
munity—a community worthy of this hospital. 

The progress during our century in the business 
of caring for and healing the ill has been incredible. 
In 1900, a new-born Staunton child could expect 
to live 47 years. A baby born in this m»gnificent 
hospital today, if a boy, has a life expectancy of 67 
years. If the baby is of the so-called “weaker sex’’, 
she can expect to live past 73. 

Today, the hospital is not a place to go to die, 
but a place to come to live. Today, the hospital is 
not a private venture for gain, but an eleemosynary 
institution, managed, like King’s Daughters, by an 
unselfish and indefatigable trustees dedicated to the 
prolongation of life and the relief of human suffer- 
ing. Today, the sick and infirm are not entrusted 
to cruel or drunken Sairey Gamps but to the sure 
and calm hands of thoroughly trained graduate 
nurses—women who take pride in their profession 
and whose profession takes pride in them. Today, 
the preparation of medicines is not under the direc- 
tion of some unlicensed pill peddler or keeper of a 
dirty apothecary shop, but only by a pharmaceutical 
chemist whose proficiency and integrity are certified 
by college degree and state board of examiners. To- 
day, the professional staff of a hospital does not 
include any half-trained sawbone or any medical 
charlatan of dubious capacity but only of highly 
skilled men and women whose professional attain- 
ments and capacity have gone hand in hand with 
the marvels of scientific advance. Life on earth is 
prolonged more and more as all these people—doc- 
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tors, nurses, hospitals, druggists—advance in skill - 


and capacity. Deeply allied to such progress is the 
pride and satisfaction in his own accomplishments 
that come to the individual because he is a free 
and independent contractor. Smother this spirit of 
personal pride in accomplishment which accom- 
panied independence under a blanket of bureaucratic 
regimentation and progress in the healing of disease 
and the prolongation of life will smother with it. 

Marvelous as has been the progress in the last 
half century, great as have been the achievements, 
they are not enough and we must do even better. 
The fact that this new wing contains an unfinished 
interior of a third floor to allow future addition of 
32 beds, the fact that this new wing is designed so 
as to carry two additional floors which, when built, 
will increase this hospital’s capacity from 150 to 
250 beds, shows that the farseeing board of trustees 
realizes that the future will not permit us to rest 
on today’s accomplishments. 

A restless, discontented, never satisfied spirit is 
the genius of the American people and the explana- 
tion of their leadership in the world. But the ap- 
plication of this spirit to the medical and hospital 
endeavor confronts us with formidable problems that 
press for early solution. 

A recent article in a national magazine which in- 
cludes excerpts from a study of patients’ complaints 
points up that there is professional concern about the 
harsh impersonality of some hospital routines. The 
good doctor and nurse will meet this type of com- 
plaint by striving to know the patient through and 
through, or as Sir William Osler. said, “It is more 
important to know what type of patient is suffering 
from a disease than what type of disease the patient 
is suffering from.” 

The great challenge we must face is the complaint 
that hospital care—the best that a first class hos- 
pital such as this has to offer—is being priced out 
of the reach of all but the indigent, who will not be 
required to pay, and the very wealthy, who do not 
have to worry about the bill. This argument is 
especially applied to the plight of the elderly, faced 
with the increasing costs for treatment of the multi- 
plying disorders of advancing years, while their 
earning power has vanished. 

The hands of government bureaucracy itch to at- 
tempt solution of these problems with a medical 
program of impersonal mediocrity. 
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Since 1947, independent hospitals in the United 
States, about half of which have received some fed- 
eral help in Hill-Burton funds, have built or ex- 
panded over 8,000 hospitals and provided for a 
grand total of 550,000 new beds in 11 years. In 
the medically socialized British Isles, one small 
hospital has been built during the same period, with 
the result that in England, land of free medicine, 
431,000 persons are on the waiting lists for hospital 
beds. For surgery, an Englishman waits an average 
of 53 days. 

Today, in Washington powerful groups are press- 
ing for enactments to provide medical benefits for 
all citizens eligible for regular old age insurance 
and there are other bills to set up federally-subsi- 
dized health insurance plans. If we expand the ex- 
isting total and permanent disability provisions of 
the Social Security laws to take in all disabilities 
requiring medical attention, there will be federal 
regulations, criteria, and examinations for the elder- 
ly applicant to contend with, and the family doctor 
and private hospital staff member will have very 
little to say about the care and treatment of an 
increasingly numerous age group in our population. 

For some time, I have had no hesitancy in warn- 
ing my doctor friends that time was approaching 
when loud cries of “socialized medicine’ no longer 
would be enough to convince the people that a pro- 
posal for governmentally-supported health insurance 
was all bad. 

I think the best promise for continuance of our 
present system of private medicine, with free choice 
of doctor reserved to the patient, lies in the wakening 
of the medical profession to the realization of its 
responsibilities. In the councils of the profession 
today, we find earnest talk of the problem of keep- 
ing medical care within the means of the patient 
and making it available to the elderly on a realistic 
basis. 

It will not be easy to come up with workable solu- 
tions, but the fact that finding them now is recog- 
nized as their responsibility by the doctors them- 
selves, and by the private health insurance industry, 
represents a real hope that this fine hospital, and 
the thousands like it throughout the land, will con- 
tinue to serve their communities faithfully and well 
under personalized local direction, rather than under 
the stifling control of a corps of doctor-bureaucrats 
headquartered in Washington. 


As we dedicate this new wing to the public serv- 
ice, let us, both professionals and laity, dedicate 
ourselves to the solution of the problems that will 
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preserve our freedom to select our own hospital, our 
own nurse, and our own family doctor. 


Norfolk’s Polio Campaign Reactivated 


On March 5, 1959 Norfolk’s “one dollar a shot” 
poliomyelitis vaccine program was reactivated for 
children from the ages of six months to six years. 
There had been a 44% rise in the incident of para- 
lytic polio in 1958 over the 1957 figure. The attack 
rate was highest in the one year olds and more than 
50% of the paralytic cases were under five years 
of age. 

Norfolk began its first highly successful polio 
campaign in March 1957. It was a self supporting 
pay as you go plan resulting in over 135,000 people 
being vaccinated and ended with a profit. This has 
been described by others as being “outstanding and 
unprecedented in community service”. Norfolk is 
now known as the pioneer city in the “one dollar 
a shot” program. Many other communities through- 
out the nation have followed its lead. 

On April 12, 1955, Dr. Jonas E. Salk, developed 
the polio vaccine that has since been proven to be 
safe and effective. Following the A.M.A.’s recom- 
mendations, a joint meeting was held on February 
13, 1957, in Norfolk. This consisted of representa- 
tives of the Norfolk County and Portsmouth Med- 
ical Societies, local health department and the local 
Polio Foundation Chapter. It was agreed that the 
Medical Societies would furnish teams of physicians 
to give the injections and ‘he public health officials 
would provide nurses, equipment and the vaccine. 
The Polio Foundation appropriated money and fur- 
nished volunteer helpers; P.T.A., Junior Women’s 
Club and other civic groups furnished additional 
volunteers. 

The clinics were held in centrally located schools; 
eight in Norfolk and five in Portsmouth. The clinics 
were scheduled as follows: Two days a week from 
7-9 p.m. They were held during the first two weeks 
in March, April and November, 1957. The charge 
was “one dollar a shot”, with indigents receiving 
the vaccine free. 

Financially, the county governments voted $26,500 
and the polio chapters voted $15,000 for the project. 
The vaccine was purchased by the Health Depart- 
ments for 63¢/cc. Publicity consisted of front page 
articles in newspapers. Radio and television fur- 
nished additional heavy support. Civic clubs also 
gave helpful publicity. 

At the termination of the third clinic, 123,432 
shots had been given. None of the $36,500 appro- 
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priated was required. On the completion of the “one 
dollar a shot” program, there was a $7,557 profit. 
This has been used to buy additional syringes, 
needles and vaccine for a public school immuniza- 
tion program and public health clinics. The vaccine 
dispensed in this program was high as the single 
syringe withdrawal technique was used to prevent 
hepatitis. As there was a shortage of syringes, this 
technique could not always be carried out. As a 
result of this mass immunization approximately 
135,000 people, who might otherwise not have been 
protected, are now vaccinated. 

At the completion of its second clinic on April 
2, 1959, 1,656 injections had been given to the 
preschool children. A survey in Norfolk indicated 


- only 58% of first grade schools had three polio 


shots. The twelve schools used as vaccination clinics 
were those with the lowest percentage of first grade 
children that had received the polio vaccine. The 
charges were one dollar for one child, one-fifty for 
two children, and two dollars for three or more 
children. No charge for indigents. 


Fashionable Clothing For 


Physically handicapped persons can now buy 
clothing specially designed to combine fashion and 
function. The clothing was designed at the Institute 
of Physical Medicine and Rehabilitation, New York 
University-Bellevue Medical Center, after consulta- 
tion with Mrs. Helen Cookman, a fashion designer. 

Physically handicapped persons have specific 
clothing problems, Dr. Howard A. Rusk and Eugene 
J. Taylor of the New York University-Bellevue Med- 
ical Center explained in the April 4th Journal of 
the American Medical Association. They need cloth- 
ing designed to permit greater ease in dressing with 
their limited muscle strength or range of motion. The 
fabric must also be strong enough to withstand the 
undue wear caused by friction from crutches or 
wheelchairs and by the strenuous activity required 
by handicapped persons in dressing. In addition, 
the clothes should be fashionable enough to permit 
greater social acceptance and increased self-esteem 
by the disabled persons. 

Of the 17 items designed so far, six are now on 
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It is the responsibility of organized medicine to 
protect the health of the American people. The real 
enemy now is not the disease, but inertia and public 
apathy. The prevention of polio is as much an edu- 
cational problem as it once was a medical problem. 
Special efforts must be made to reach the “hard-to- 
get” segment of the population identified as low in- 
come families. 


We in Norfolk, Portsmouth and South Norfolk 
are proud of this all inclusive self supporting polio- 
myelitis vaccination program. Through the enthu- 
siastic cooperation of all, the plan has been a great 
success for the mutual benefit of the communities. 


Members of the Norfolk County Medical Society 
Polio Committee are: Mason C. Andrews, M.D.; 
Donald L. Faulkner, M.D.; Herbert W. Fink, 
M.D.; George P. Hand, M.D.; J. M. Huff, M.D., 
and John S. Thiemeyer, M.D., Walter B. Martin, 
M.D. and Aubrey L. Shelton, M.D. were Co-chair- 


men. 


Physically Handicapped 


the market. These include slacks for men and coat- 
dresses and suit-dresses for women. The clothes for 
women are especially designed to counteract the 
destructive effect of crutchwalking. Fabrics are 
mostly wash-and-wear nylons and Dacrons, stitched 
with the strongest threads available, but care has 
been taken that the fibers do not generate too much 
electrostatic charge and will not cause wheel chair 
problems by sticking instead of sliding. Emphasis 
was also given to the use of closures which can be 
easily managed. 

The clothing is being produced by a new, non- 
profit organization, Clothing Research, Inc. It is 
conducting a market test through direct mail selling. 
If the market test indicates a sufficient market for 
the clothing, additional garments will be produced 
and will be distributed through normal commercial 
channels. 

Specific information about the clothing may be 
obtained from Clothing Research, Inc., 307 W. 38th 
St., New York 1. 
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Woman's Austhary.... 


Mrs. Charles A. Easley, Danville 
President-Elect________- Mrs. Walter A. Porter, Hillsville 
Vice-Presidents________ Mrs. George K. Brooks, Richmond 


Mrs. James M. Moss, Alexandria 

Mrs. W. A. Eskridge, Parksley 
Recording Secretary___Mrs. Robert B. Keeling, South Hill 
Corresponding Secretary... -_-_- Mrs. J. J. Neal, Danville 


Treasurer_______- Mrs. Wyndham B. Blanton, Richmond 
Publication Chairman__ Mrs. Custis L. Co:eman, Richmond 
Mrs. J. R. St. George, Portsmouth 


Mrs. Lee S. Liggan, Irvington 
Mrs. Maynard Emlaw, Richmond 


Richmond. 


On May 15th, the Auxiliary to the Richmond 
Academy of Medicine held a luncheon and business 
meeting at the Branch House. Since the April meet- 
ing, a tea for new members was held at the home of 
Mrs. Wyndham B. Blanton, Jr. 

As we listened to committee reports from the many 
members who have contributed their time and talents 
this past year, we felt justifiably proud of the year’s 
accomplishments under the excellent leadership of 
our president, Mrs. William F. Grigg, Jr. Several 
accomplishments stand out especially in review— 
the convention in October and the wonderfully suc- 
cessful house tour for the benefit of Sheltering Arms 
Hospital—the excellent program of nurse recruit- 
ment—the impressive collection of drugs for Shel- 
tering Arms—our delightful Doctor’s Day Dance— 
and a succession of fine programs. 

The May meeting officially closed the 1958-59 
year with election and installation of officers. They 
are Mrs. Wyndham B. Blanton, Jr., president; Mrs. 
Walter H. Buffey, president-elect; Mrs. Bernard D. 
Packer, vice-president; Mrs. William M. Eagles, 
treasurer; Mrs. Hunter S. Jackson, corresponding 
secretary; Mrs. Berkeley H. Martin, Jr., assistant 
corresponding secretary; Mrs. L. Benjamin Shep- 
pard, recording secretary; and Mrs. Maynard R. 
Emlaw, parliamentarian. 

V. HAwKIns (Mrs. J. HENRY) 


Northern Neck. 


The spring meeting of the Auxiliary to the North- 
ern Neck Medical Association was held at the Indian 
Creek Yacht and Country Club, Boydton, on May 
28th, with Mrs. E. T. Ames, president, presiding. 
After the business session and various committee 
reports, the president presented Mrs. Walter A. Por- 
ter, president-elect of the State Auxiliary. Mrs. 


Vo_uME 86, JuLy,-1959 


Porter brought an interesting, inspiring and chal- 
lenging message. 

The slate of officers, presented by the nominating 
committee, was duly elected and then installed by 
Mrs. Porter, as follows: President, Mrs. M. B. 
Lamberth; president-elect, Mrs. Leonard Booker; 
vice-president, Mrs. C. Y. Griffith; recording secre- 
tary, Mrs. Harvey Goode; corresponding secretary, 
Mrs. Motley Booker; and treasurer, Mrs. Norman 
Tingle. 

VIRGINIA Drewry McG. Pearson (Mrs. P. C.) 
Publicity Chairman 


Doctor’s Day Celebrations 


The Auxiliary to the Hopewell Medical Society, 
with Mrs, Clyde Dougherty, president, presented a 
red carnation to each member of the Hopewell Med- 
ical Society on March 30th. 

The Newport News Medical Society Auxiliary 
honored Dr. Edwin Wheeler Buckingham, Jr., at an 
informal buffet supper at the home of Dr. and Mrs. 
I. F. Nesbitt. Mrs. Nesbitt is current president of 
the Auxiliary and Dr. Nesbitt is immediate past 
president of the medical society. Dr. Buckingham 
is the third Newport News physician te be so hon- 
ored by this Auxiliary. He was a medical missionary 
in China and returned to the States for a six months 
furlough in 1926. Because of the uprisings in China 
he was unable to return to the mission field so he 
located at Messick, moving to Newport News in 
1929. The Auxiliary also presented a suction pump 
to the Patrick Henry Hospital. 

Wise County doctors were honored by the Aux- 
iliary with a dinner and bridge party at The Inn in 
Wise on March 30th. All doctors were presented 
with a red carnation and table decorations were 
carried out with the theme of the red carnation. 

In honor of Doctor’s Day, Governor Almond 
issued the following proclamation: 

“Citizens of Virginia and the United States are 
fortunate in having available the services of a large 
number of unselfish physicians who work long hours 
to care for the ill and maimed, and who are con- 
stantly engaged in research to prevent human suf- 
fering and disease. 

“It is fitting that we recognize their great con- 
tribution to the health and general welfare of us 
all, and I take pleasure in joining with the Woman’s 
Auxiliary to the Southern Medical Association in 
inviting the citizens of Virginia to observe March 
30, 1959, as Doctors’ Day in tribute to the guardians 
of the health of this nation.” 
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Book Announcements .... 


Books received for review are promptly acknowl- 
edged in this column. In most cases, review will be 
published shortly after the acknowledgment of re- 
ceipt. However, we assume no obligation in return 
for the courtesy of those sending us books. 


* 


Childbearing Before and After Thirty-Five. Biologic 
and Social Implications. By ADRIEN BLEYER, 
M.D., Associate Professor Emeritus of Clinical 
Pediatrics, Washington University School of Medi- 
cine, St. Louis. Introduction by Richard L. Jenkins, 
M.D., Director, Psychiatric Evaluation Project, 
U. 8. Veterans Administration, Washington, D. C. 
Commentary by Douglas P. Murphy, Associate Pro- 
fessor of Obstetrics and Gynecology, Gynecean 
Hospital Institute, University of Pennsylvania. 
Vantage Press, New York, N. Y. 1959. 119 pages. 
Price $2.95. 

Biosynthesis of Terpenes and Sterols. A Ciba Foun- 
dation Symposium. Editors for the Ciba Founda- 
tion G. E. W. Wolstenholme, O.B.E., M.A., M.B., 
B.Ch., and Maeve O’Connor, B. A. Little, Brown 
and Company, Boston. 1959. xii-811 pages. With 
102 illustrations. Cloth. Price $8.75. 


The book is composed of specially prepared 
papers, along with discussion, presented at a Ciba 
Foundation Symposium, May 20-22, 1958, under 


‘the chairmanship of Sir Robert Robinson. In attend- 


ance at the Symposium were only thirty-seven people 
but they represented seven countries, and they are 
all authorities in the problems of the isoprenoids 
and their rearrangement products. Obviously this 
symposium could not have developed along the lines 
it did were there no C™ to illuminate the paths of 
the biosynthetic processes. 

Nancy L. R. Bucher (Harvard and Massachu- 
setts General Hospital) presented the evidence for 
the biosynthetic pathway from rat liver acetate ac- 
cording to the scheme Ac——» AcCoA—— > Cy 
—— squalene ———-> cholesterol. M. J. Coon 
and four coworkers (Michigan) discussed the “En- 
zymic Synthesis of Branched-Chain Acids” accord- 
ing to the sequence, leucine—————> isovalerylCoA 
——» isopentenoylC hydroxyvalerylCoA 

OH 
> HOCOCH2-C-CH2CO-CoA. Karl Folkers and 


<— 
CH; 

seven coauthors (Merck Sharp and Dohme) described 
the “Discovery and Elucidation of Mevalonic Acid.” 
Harry Rudney (Western Reserve) presented further 
evidence for postulating B-methyl-B-hydroxyglutaric 
acid as an intermediate for the synthesis of isopre- 
noids. F. Lynen (Max-Planck Institut fiir -Zell- 
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chemie), quoting from his own results with mevaldic 
and mevalonic acids, offered “New Aspects of Ace- 
tate Incorporation into Isoprenoid Precursors.” 

Konrad Bloch (Harvard) discussed the mecha- 
nism by which mevalonic acid is first reduced at one 
carboxyl group and with ATP forms a monophos- 
phate on its way to isopentenyl phosphate, which is 
the intermediate that hexamerizes to squalene, and 
this in turn is a precursor of cholesterol. J. W. 
Cornforth and four coauthors (Hammersmith Hos- 
pital) presented their evidence favoring the route 
by which squalene proceeds via lanosterl to cho- 
lesterol. O. Isler and five coworkers (Hoffmann-La 
Roche, Basle) discussed the availability of mono-, 
tri-, and hexaterpenoids as precursors of cholesterol. 
G. Popjak (Hammersmith Hospital) reviewed the 
vole of liver enzyme in the synthesis of cholesterol. 
E. Kodicek (Cambridge) dealt with the yeast sterols 
and the preparation of C-labelled vitamin Do. 

Sune Bergstrém (Karolinska Institutet) discussed 
the formation from cholesterol of the bile acids and 
their metabolism. G. A. D. Haslewood (Guy's Hos- 
pital Medical School) suggested the formation of 
the individual bile salts as a genetic function, and 
hence in any one species the particular form of bile 
acid is subject to limited variation. 

A. Eschenmoser and four coauthors (Eidgendés- 
sischen Technische Hochschule) related the acid- 
catalyzed cyclization of terpenoids in vitro to pos- 
tulated enzymic reactions in vive. D. Arigoni (Eid- 
genossischen Technische Hochschule) pointed to the 
chemical work on the terpenoids and steroids, wheth- 
er they have their origin in fungi, in plants or in 
animals, as a good example of the mutual interaction 
of science in various areas. A. J. Birch and H. 
Smith (Manchester) described the synthesis of ter- 
penoids by fungi, and E. C. Grob (Berne) discussed 
the synthesis of carotenes. The carotenogenic sys- 
tems are discussed by T. W. Goodwin (Liverpool), 
along with a comparison of these systems as incor- 
porating C“O., acetate, and mevalonate. 


Sir Robert Robinson said of this symposium, “I 
feel that the results—will be quoted for many years 
to come and be regarded as a landmark in the 
progress of this subject.” Certain it is that the 
respective authors are well qualified to, speak on their 
assigned topics. 

WaLTER H. HArTUNG. 
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Currant Curronts 


SPECIAL REPORT ON FOUR IMPORTANT ACTIONS OF THE 
HOUSE OF DELEGATES OF THE AMA 


COMMISSION ON MEDICAL CARE PLANS: Three of the Commission’s recom- 


mendations, relating to miscellaneous and unclassified plans, were reworded to read as 
follows: 


B-4. “In an effort to decrease, or at least to prevent an increase, in the over-all cost 
of health care, study should be given to the removal of the requirement of hospital 


admission as the only condition under which payment of certain benefits will be 
made.” 


B-6. “Medical care plans should be encouraged to increase their efforts to provide 
health education and information concerning the coverage of their subscribers.” 


B-16. “The American Medical Association believes that free choice of physician is 
the right of every individual and one which he should be free to exercise as he chooses. 
Each individual should be accorded the privilege to select and change his physician 
at will or to select his preferred system of medical care and the American Medical As- 


sociation vigorously supports the right of the individual to choose between these al- 
ternatives.” 


The Board of Trustees was requested to stress the “far-reaching significance” of Rec- 
ommendation A-7, which states ““Free choice of physician’ is an important factor in 
the provision of good medical care. In order that the principle of ‘free choice of phy- 
sician’ be maintained and be fully implemented, the medical profession should dis- 
charge more vigorously its self-imposed responsibility for assuring the competency of 
physicians’ services and their provision at a cost which people can afford.” 


SOCIAL SECURITY: Five resolutions concerning compulsory Social Security cover-_ 


age for self-employed physicians were considered and four were rejected. The one 
which was adopted reaffirmed opposition for the compulsory inclusion of physicians. 
In taking such action, the House expressed concern over the possible effects that a change 


of policy might have on the Association’s entire legislative program, particularly with 
respect to the Forand Bill. 
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Also adopted was a Reference Committee suggestion that physicians be informed of 
the economic, social and moral advantages of economic security obtained within the 
framework of our free enterprise system rather than through the mechanisms of gov- 


ernmental Social Security. 


PREPARATION FOR GENERAL PRACTICE: The House approved and commend- 
ed the final report of the Committee on Preparation for General Practice, which pro- 
poses a new two-year internship program for medical school graduates planning to 
become family physicians. The suggested program would include a basic minimum of 
18 months hospital training in the diagnostic, therapeutic, psychiatric, preventive and 
rehabilitative aspects of medicine and pediatrics in a very broad sense, including care 
of the newborn. A physician then could elect to spend the remaining six months for 
additional training in other segments of the program. 


MEDICINE AND OSTEOPATHY: The following policy statement was adopted with 
reference to interprofessional relations: “(A) All voluntary professional associations 


between doctors of medicine and those who practice a system of healing not based on 
scientific principles are unethical. (B) Enactment of medical practice acts requiring 
all who practice as physicians and surgeons to meet the same qualifications, take the 
same examinations and graduate from schools approved by the same agency should be 
encouraged by the constituent associations. (C) It shall not be considered contrary to 
the Principles of Medical Ethics for doctors of medicine to teach students in an osteo- 
pathic college which is in the process of being converted into an approved medical 
school under the supervision of the A.M.A. Council on Medical Education and Hos- 
pitals. (D) A liaison committee be appointed by the Beard of Trustees of the American 
Medical Association to meet with representatives of the American Osteopathic Asso- 
ciation, if mutually agreeable, to consider problems of common concern including in- 
ter-professional relationships on a national level.” 


MEMBERS OF THE SOCIETY are urged to read the report on Principles and Policies 


reprinted in this issue. Particular attention is called to the two recommendations which 


will very probably be considered again by the House of Delegates when it meets in 
October. All component societies have been requested to review these recommenda- 
tions and make their thoughts known to their respective delegates. 


The Committee on Principles and Policies also recommends that all physicians read 
page 118 of the May 23, 1959, issue of the Journal of the American Medical Association. 
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Fditorial.... 


Cancer of the Breast—What Next? 


HE PRACTICE OF SURGERY becomes more involved and confusing each year. 

A case in question is the treatment of carcinoma of the breast. A few years ago, 
when life was simpler, the majority of patients with mammary carcinoma received 
a radical mastectomy and if metastases were present in the axillary lymph nodes, the 
surgery was followed by deep x-ray therapy. Approximately a third of these patients 
remained without evidence of recurrence during the initial five year period and a large 
number of this group showed no further evidence of tumor. If the tumor recurred, 


further x-ray might be given, depending upon the location, and a cordotomy was 


sometimes done to control pain. 


Now all this has changed. The surgery carried out on these patients today may vary 
from a simple mastectomy to the traditional radical procedure plus a block resection 
of the medial chest wall anteriorly with excision of the internal mammary lymph nodes. 
Some surgeons do not attempt to remove all of these sternal glands but content them- 
selves with excising the more suspicious nodes and base the remainder of the operation 
upon the presence or absence of tumor in this tissue. A few surgeons have returned 
to the original Halsted operation in which the supraclavicular lymph nodes are re- 
moved en bloc with the involved breast. Occasionally the inner end of the clavicle is 
resected to facilitate these procedures. Some surgeons now advocate a simple mastectomy 
on the uninvolved side in order to prevent the possible subsequent appearance of tumor 


in this breast. 


If the patient with a carcinoma of the breast is premenopausal, many surgeons do 
an immediate prophylactic bilateral oophorectomy. Cthers carry out this procedure 
only when axillary metastases are present. A third group postpones oophorectomy 
until there is evidence of recurrence. In any event the unpleasant effects of an artificially 


induced menopause result. 


Additional efforts to alter the hormonal balance which permitted the original tumor 
to develop may be made by giving androgens or estrogens or steroids. If these means 
fail and a recurrence becomes manifest more drastic surgery may be resorted to in the 
form of a bilateral adrenalectomy or hypophysectomy. Swabbing out the pituitary 
fossa with Zinker’s fluid is said to increase the efficacy of the latter operation. Con- 


siderable difference of opinion exists as to which procedure should be carried out. In 
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either case the metabolic upset is severe and substitution therapy is required to offset 


the undesirable by-products of the operation. 


Chemotherapeutic agents have been developed during the past few years which may : 
have temporarily beneficial effects on recurrent tumors. Thio-TEPA and nitrogen 
mustard have been helpful but the deleterious side effects that frequently result in the 
blood forming organs have limited their usefulness. The recently introduced isolation 
perfusion technic has permitted a greater concentration of nitrogen or phenylalamine 
mustard to be applied to the tumor area than when these agents are given systemically 


but the technical difficulties in adapting this method to the breast are considerable. 


An occasional isolated metastasis in liver or lung has been resected. Pleural metas- 
tases with resulting effusion have responded favorably to injections of Thio-TEPA 
or radioactive gold into the pleural space. Pain arising from a bony metastasis still 
falls into the province of the neurosurgeon, who now frequently carries out a prefrontal 
lobotomy, which controls the pain and also has a beneficial physiological effect on 


patients in the terminal stage of carcinoma. 


This review is by no means complete but it gives a fair idea of the variety of opera- 
tive procedures currently in vogue and the various chemical and hormonal agents used 
in the treatment of breast cancer. The physician or surgeon who treats a recurrent 
carcinoma now has the responsibility of choosing the appropriate agent from this wide 


choice. 


A discouraging aspect of this problem is that while judicious use of the above meas- 
ures may prolong life, which in itself is not always a blessing, the hormonal and 
chemotherapeutic agents are rarely, if ever, curative and the overall survival rate has 
not been materially affected by their use. The age of the patient, the nature of the 
tumor, the duration of the disease, and the type and degree of the initial surgery de- 
termine the ultimate outcome. The first chance to cure is the only chance to cure and 
e if this effort proves unsuccessful the best that can be hoped for thereafter is a delaying 


and rearguard action. 


The limits of surgery on the other hand have been extended to the ultimate and any 
material improvement over our present recovery rate must come from a new and non- 
surgical approach. What form this may take remains to be seen, but that day cannot 
come too soon for the present status of therapy in carcinoma of the breast is one of 


uncertainty and frustration. 


Harry J. WAaRTHEN, M.D. 
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Society Activities... . 


Virginia Academy of General Practice. 


At the annual meeting of the Academy, held in 
Richmond, May 7-10, Dr. Fletcher J. Wright, Jr., 
Petersburg, was installed as President, succeeding 
Dr. W. Linwood Ball, Richmond. Dr. Boyd H. 
Payne, Staunton, has been named president-elect; 
Dr. William H. Hagood, Jr., Clover, vice-president; 
Dr. Samuel F. Driver, Roanoke, secretary; and Dr. 
Irwin Rifkin, Richmond, treasurer. 


Alexandria Medical Society. 


At the meeting of this Society held on May 13th, 
Dr. Ben C. Jones, Jr., was installed as president, 
and Dr. F. Preston Titus was named president-elect. 
Other officers are Dr. James Gilbert, vice president; 
Dr. Walter J. Brennan, secretary; and Dr. William 
H. Young, Jr., treasurer. Drs. Eugene R. Grether 
and Hayne Kendrick were named executive commit- 
tee members-at-large. 


Nens Notes... . 


New Members. 


Since the list published in the June issue, the fol- 
lowing new members have been admitted into The 
Medical Society of Virginia: 

Charles E. Hannan, M.D., Arlington 

Ursula Klein, M.D., Pulaski 

Ansel Lipman, M.D., Portsmouth 

Zdenko Lucaric, M.D., Richmond 

James Gordon McFaddin, M.D., Bristol, Tenn. 

Harold Edwin Muller, M.D., Hampton 

Louis J. Read, M.D., Lynchburg 

Beverly Lee Reynolds, M.D., Charlottesville 

Lawrence Wilkinson, M.D., Martinsville 

Nina Bencich Woodside, M.D., Fairfax 


Golfing Members 


Of the Society should begin tuning up for the 
annual tournament to be held at the Roanoke Coun- 
try Club on October 5. In order that the participants 
may be back at the Hotel Roanoke for the cocktail 
party and banquet, it is suggested that all foursomes 
plan to tee off between noon and 2:00 p.m. The 
Chairman of the Golf Committee will be available 
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Norfolk County Medical Society. 

Dr. W. W. Taylor has succeeded Dr. K. K. Wal- 
lace as president of this Society, and Dr. John 
Franklin has been named president-elect. Dr. Don- 
ald Faulkner is vice-president, Dr. William Hotch- 
kiss, treasurer, Dr. M. I. Krischer, recording secre- 
tary, Dr. George Elsasser, corresponding secretary, 
and Dr. R. B. Grinnan, local councillor. 


Virginia Surgical Society. 

Some 120 members of this Society held their sixth 
annual meeting in Williamsburg on May 2nd. Dr. 
Edmund Horgan, Winchester, is president; Dr. Ben- 
jamin Rawles, Jr., Richmond, vice-president; Dr. 
Robert L. Payne, Jr., Norfolk, secretary; and Dr. 
William R. Hill, Richmond, treasurer. Council 
members include Dr. Guy W. Horsley, Richmond, 
chairman, Dr. Randolph H. Hoge, Richmond, Dr. 
J. M. Emmett, Clifton Forge, and Dr. C. Bruce 
Morton, II, Charlottesville. 


at the Clubhouse for any questions, to help make 
up foursomes and to explain the scoring system. 
Although a limited number of caddies will be on 
hand, members may wish to use either electric or 
hand carts which will be available. 

The tournament will consist of 18 holes and prizes 
will be awarded in classes according to handicap 
on a medal score basis. The Callaway system will 
be used in determining handicaps. This means that 
golfers shooting between 70 and 80 will use their 
worse hole to determine their handicap; those scor- 
ing between 80 and 90 will use their two worse 
holes; those shooting between 90 and 100 their three 
worse holes and those in the 100 to 120 class their 
three and one-half worse holes. The championship 
trophy will be awarded to the physician having the 
lowest gross score. 


Dr. Carolyn McCue 


Has been elected the first woman president of the 
Richmond Area Heart Association. Dr. Robley D. 
Bates, Jr., has been named vice president. Among 
the newly elected members of the Board are Drs. 
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Owen Gwathmey, H. Page Mauck, Jr., and Gilman 
R. Tyler. 


Virginia-Cornell Automotive Crash Injury 
Research Study. 


Recent design alterations in American cars, en- 
gineered for the greater protection of occupants when 
accidents occur, such as improved door latches, en- 
ergy absorbing steering wheels, seat belts, and in- 
strument panel padding may be said, in part, to stem 
from the conscientious work of Virginia doctors, 
hospitals, and state police cooperating with Auto- 
motive Crash Injury Research of Cornell University. 

For the past four years The Medical Society of 
Virginia, the Virginia Department of Public Health, 
and the Virginia Department of State Police have 
been conducting in Virginia a research study which 
has obtained reliable data on the causes of accident 
injury to occupants of passenger cars. Similar studies 
are now being conducted simultaneously in 17 other 
states. 

The sponsoring Virginia agencies have agreed to 
continue this research effort. The revised plan will 
become effective July 1. 

Medical data submitted by physicians treating 
auto accident victims, matched with information on 
photographs supplied by State Police investigating 
accidents, in cooperating states has enabled Cornell 
to perform statistical studies using the IBM cards 
onto which analyzed and coded cases from these 17 
states have been transferred. Thus, a reduction by 
as much as 29% in the risk of dangerous through 
fatal grades of injury has been demonstrated in post- 
1955 car models involved in accidents in the sam- 
pling areas of the Interstate Automotive Crash In- 
jury Research program. 


Dr. John A. Sims 


Has been named president of the newly formed 
Alexandria-Arlington Tuberculosis and Health As- 
sociation. 


Dr. Warren Gregory, 


Winchester, has been elected as chairman of the 
Northwestern Guidance Center. Dr. H. P. Maccub- 
bin is secretary-treasurer. The Center offers guid- 
ance and consultative services primarily in psycho- 
logical problems and has been in operation for four 
years. 


“Senior Day.” 


Senior medical students of the University of Vir- . 


ginia were recently feted at a special “Senior Day” 
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program in Charlottesville’s Monticello Hotel. The 
program was presented by The Medical Society of 
Virginia and was similar to that offered last year 
for seniors at the Medical College of Virginia. 

Dr. W. Linwood Ball, Vice-President and Mem- 
ber of the Board of Trustees of the American Med- 
ical Association, discussed the many problems fac- 
ing the medical profession today, and told of the 
untiring efforts of the AMA and other medical or- 
ganizations to find the necessary solutions. 

The responsibilities of the physician to his pa- 
tients and community were covered by Dr. Harry 
C. Bates, Jr., immediate Past-President of The 
Medical Society of Virginia, in an inspiring talk 
following a dinner for students and their wives. 


The International College of Surgeons 


Will hold its fourth around-the-world postgradu- 
ate refresher clinic tour in the fall. Departure will 
be by plane from San Francisco, October 10th, and 
specially arranged meetings have been slated for 
Tokyo, Hong Kong, Bangkok, Tel Aviv, Istanbul, 
and Athens. Sightseeing trips have been arranged 
for these and other countries, including Thailand, 
India, Ceylon, Egypt, Lebanon, and Jordan. Ar- 
rival in New York will be about December 1st. 

Accommodations are limited and further informa- 
tion may be obtained from the Secretariat, Interna- 


tional College of Surgeons, 1516 Lake Shore Drive, 
Chicago 10. 


Dr. Leon W. Powell, Jr., 


Danville, has been named chief pathologist at 
the Memorial Hospital, succeeding the late Dr. John 
W. Hooker. He will also serve as director of the 
hospital’s laboratory. 


Urology Award. 


The American Urological Association offers an 
annual award of $1000 (first prize of $500, second 
prize $300 and third prize $200) for essays on the 
result of some clinical or laboratory research in 
urology. Competition is limited to Urologists who 
have been graduated not more than ten years, and to 
hospital interns and residents doing research work 
in urology. 

For full particulars, write the Executive Secretary, 
William P. Didusch, 1120 North Charles Street, 
Baltimore, Maryland. Essays must be in his hands 
before December 1, 1959. 
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Dr. Jacob J. Hladys, 


Richmond, served as Institute Leader at the Vir- 
ginia Conference of Social Work, held in Roanoke 
April 28-May 1. He was assisted by Edward L. 
Flemming, Ed.D. and Ph.D., Clinical Psychologist 
and Assistant Director of the Bureau of Maternal 
and Child Health, Florida State Board of Health, 
and Paul W. Keve, Director of the Department of 
Court Services, Hennepin County District and Ju- 
venile Courts, Minneapolis. 

Topics discussed were An Understanding of the 
Dynamics of Delinquent Behavior and Techniques 
in Rapport Building, Techniques in the Maintenance 
of a Relationship with the Emotionally Handicapped 
Child, and Techniques of Breaking off the Relation- 
ship when the Task is Completed. 

The institute was well attended and received fa- 
vorable comment in the local newspapers. 


Doctors’ Nurses Organize. 


The membership of the old American Registry of 
Doctors’ Nurses has been assumed by the American 
Association of Doctors’ Nurses, a new nonprofit As- 
sociation which maintains headquarters in the Amer- 
ican Building, Washington, D. C. The Association 
has as its purpose to promote the welfare of the 
members, to elevate the standards and ethics of the 
profession, and to enroll Doctors’ nurses in order 
that they may advance their status as proven mem- 
bers of that profession. Membership requires that 
the nurse be able to qualify as an experienced Doc- 
tors’ Nurse. Her application stating her qualifica- 
tions must be signed by a Doctor of Medicine. 


Dr. James M. Suter, 


Abingdon, is the new .president of the Virginia 
Public Health Association. He is southwest regional 
director of local health services for the State Depart- 
ment of Health. 
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The American Institute of Ultrasonics in 
Medicine 


Will hold their annual meeting on September 2nd 
at the Leamington Hotel, Minneapolis, Minnesota. 
For further information, contact John H. Aldes, 
M.D., Secretary 4833 Fountain Avenue, Los Angeles 
29, California. 


The International College of Surgeons, 


North American Federation, will meet at the Pal- 
mer House, Chicago, September 13-17. Surgical 
specialties to be represented are: colo-proctologic, 
neurologic, obstetric and gynecologic, ophthalmo- 
logic, otorhinolfryngologic, orthopedic, plastic and 
reconstruction, trauma and rehabilitation, and uro- 
logic. There also will be surgical motion pictures, 
reports on advances in military medicine, and a sur- 
gical nurses’ program. 

Surgeons desiring to present papers should write 
to Dr. Peter A. Rosi, International College of Sur- 
geons, 1516 Lake Shore Drive, Chicago 10. For 
hotel reservations, write to the reservation secretary, 
care of the College. 


Wanted. 


One male psychiatrist, under 50 years, Diplomate 
or Board eligible, to direct privately operated out- 
patient clinic in Charleston, West Virginia. Salary: 
$20-$25,000 per annum. Write Box 625, care the 
Virginia Medical Monthly, 4205 Dover Road, Rich- 
mond 21, Virginia. (Adv.) 


Office Available. 


Large office on West Avenue, Newport News, re- 
cently vacated by retiring obstetrician. Write C. D. 
West & Company, Box 95, Newport News, Virginia. 
( Adv.) 
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Obituaries .... 


Dr. Ernest Clay Shull, 


Prominent physician of Herndon, died May 7th, 
at the age of sixty-five. He was a graduate of the 
Medical College of Virginia in 1924 and had prac- 
ticed in Herndon for thirty-two years. Dr. Shull 
served in the Army Medical Corps in World War I. 
He was founder and first president of the Herndon 
Rotary Club, a past president of the Herndon PT.\, 
and served on the school board for over twenty 
years, and a Mason. Dr. Shull was instrumental 
in founding and serving in the public health clinic 
in Herndon. He had been a member of The Med- 
ical Society of Virginia for twenty-eight years. 

Dr. Shull is survived by his wife, a son, Dr. Owen 
C. Shull, and three daughters. 


Dr. Edwin Wheeler Buckingham, Jr., 


Prominent physician of Newport News, died June 
6th. He was a native of Lynchburg and sixty-seven 
years of age. Dr. Buckingham graduated in medi- 
cine from the University of Virginia in 1918. He 
then served in World War I, first being assigned to 


the Portsmouth Naval Hospital, then a troop trans- 
port, and finally to Gouvernier Hospital, New York, 
for intern war duty. Dr. Buckingham had practiced 
in Newport News for the past thirty-three years. 
Two months ago he was named Newport News Doc- 
tor of the Year. He had been a member of The 
Medical Society of Virginia for twenty-one years. 

Dr. Buckingham is survived by two sons and two 
daughters. 


Dr. Thomas Eldridge Stanley, 


Richmond, died June 3rd of heart disease. He 
was fifty years of age and a graduate of the Medical 
College of Virginia in 1932. Dr. Stanley had been 
a staff member of St. Elizabeth’s Hospital since 
1951. Prior to this time, he had practiced for thir- 
teen years in Hanover, Louisa, Goochland and Hen- 
rico counties, and was on the staff of the Newton D. 
Baker Veterans Administration Hospital in Martins- 
burg, West Virginia. Dr. Stanley was a Mason and 
had been a member of The Medical Society of Vir- 
ginia since 1935. 

His wife, a daughter and two sons survive him. 
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Underweight Children Gain and Retain Weight 
with Nilevar® 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 

thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 
Anorexia and “Weight Lag” Study— Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 
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after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Brown, S.S.; Libo, H.W., and Nussb A.H.: Norethandrolone 
in the Successful Management of Anorexia and ‘‘Weight Lag’’ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 
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MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) 


A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


MARY INGRAM CLARK (1884-1955) 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


MEDICINE IN VIRGINIA 
17th, 18th and 19th Centuries 


Reduced Price to Members of 
The Medical Society of Virginia 


3 Volumes for $5.75 


Order Through 


THE MEDICAL SOCIETY OF VIRGINIA 
P.O. Box 5085 Richmond 20, Va. 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held at the Richmond 
Hotel, Richmond, Virginia, June 17, 1959. The 
examinations will be held in the Gray’s Armory, 
June 18-20, inclusive. All applications and other 
documents pertaining to the examinations or 
to matters to be discussed by the Board must be 
on file in the Secretary’s office on or before May 
27, 1959. The Secretary of the Board is Dr. K. 
D. Graves, 631 First Street, S. W., Roanoke, 
Virginia. 
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© “Understanding Care” @ 


cL tied Cane ine Biderly and Patients 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 


is Each Guest Under Care of His Own Doctor. ee 
24 hours daily care in a specifically built TELEPHONE Private and Semi-Private Rooms with 


52 Bed Nursing Home. Registered, grad- baths. Rates from $55 to $75 weekly 


uate nurse, and Res. M.C.V. Extern super- Mi 3-2777 for Bed, Board and General Nursing. 
vision. Trained Dietitian and orderly. 9 minutes from any Local Hospital. 


Wri Phone 2112 Monteiro Ave. 
Bernard Macon, Adm. TERRACE HILL NURSING HOME 22, 


@ Kidde ATMO Fire Detection System Equippede 


RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 
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RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS : JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


STAFF 

Dr. Elbyrne G. Gill 

Dr. Houston L. Bell 

Dr. Ronald B. Harris 

Dr. Derwin K. Harmon 
RESIDENT STAFF 

Dr. J. R. Van Arsdall_ 

Dr. C. B. Foster 

Dr. D. H. Williams 

Dr. Scott W. Little 

Doris L. Janes, B.S., O.D. 
(Orthoptics and Contact Glasses) 

Jean Swartz, M.S. 
(Biochemist) 

Bobbie Boyd Lubker, M.A. 
(Speech Therapist) 

A Modern Fireproof Hospital, Specially Designed 
and Equipped for the Medical and Surgical Care of 
Ophthalmology, Otolaryngology, Facio-Maxillary 
Surgery, Rhinoplastic Surgery, Bronchoscopy and 
Esophagoscopy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a three year residency in Ophthalmology and a three year residency in Otolaryngology to 
a graduate of an approved medical school, who has an internship of at least one year in an approved school. 


For further information, address: 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 
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Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “‘legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 


tion. This is why more and more doctors with - 


alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Salem, Va. Hospital 
Approved and licensed by the Virginia State Hospital Board, Member Ameri- 


Cross Hospital is under the direction of a’compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 


All equipment modern with facilities to take 
care of 50 patients both male and female. 


can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 


For information phone or write for booklet 
Rates Reasonable 


mountains of Virginia—conducive to rest, comfort and rehabilitation. 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia— Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ge. 
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Medicine: 

Manrrep CALtt, III, M.D. 

M. Morris Pinckney, M.D. 

ALEXANDER G, Brown, III, M.D. 

Joun D, Catz, M.D. 

WynvbHAM B, Banton, Jr, M.D. 

Frank M. Branton, M.D. 

Joun W. Powe M.D. 
Obstetrics and Gynecology: 

Wma. Durwoop Succes, M.D. 

Spotswoop Rosins, M.D. 

Davin C. Forrest, M.D. 
Orthopedics: 

Beverey B. Crary, M.D. 

James B. Datton, Jr., M.D. 
Pediatrics: 

CuHartes P. Mancum, M.D. 

Epwarp G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Anesthesiology: 
B. Moncure, M.D. 
Owen, Jr., M.D. 


STUART CIRCLE HOSPITAL 


413-21 Stuart CIRCLE | 
RICHMOND, VIRGINIA 


Surgery: 
A. STEPHENS GRAHAM, M.D. 
R. Rostns, Jr., M.D. 
CARRINGTON WILLIAMS, M.D. 
Ricuarp A. Micuaux, M.D. 
CARRINGTON WILLIAMS, JrR., M.D. 
ARMISTEAD M. W1LL1AMs, M.D. 


Urological Surgery: 

Frank Pore, M.D. 
Oral Surgery: 

Guy R. Harrison, D.D.S. 
Plastic Surgery: 

Hunter S. Jackson, M.D. 
Roentgenology and Radiology: 

Frep M. Honces, M.D. 

L. O. Sngap, M.D. 

Hunter B. Friscuxorn, Jr., M.D. 

C. Barr, M.D. 
Pathology: 

James B. Roserts, M.D. 
Physiotherapy: 

Miss ETHELEEN DALTON 
Director: 

Cuares C. Houc# 


Daniel D. Chiles, M.D. 
Clinical Director 

James K. Morrow, M.D. 

Clara K. Dickinson, M.D. 


Clinical Psychology: 
Thomas C. Camp, Ph.D. 
Artie L. Sturgeon, Ph.D. 


Bluefield Mental Health Center 


525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 
James P. King, M.D., Director 


AFFILIATED CLINICS 


William D. Keck, M.D. 

J. William Giesen, M.D. 
Internist (Consultant) 

Edward W. Gamble, III, M.D. 


Don Phillips 
Administrator 


Beckley Mental Health Center 


207% McCreery St., Beckley, W. Va. 
W. E. Wilkinson, M.D. 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. Dr. AMELIA G. Woop Dr. ROBERT K. WILLIAMS 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horsey, M.D. Douctas G. CHAPMAN, M.D. 


Urology General Surgery and Gynecology Internal Medicine 
Austin I. Dopson, Jr., M.D. S. Ropertson, M.D. 

Urology James T. GIANOULIs, Internal Medicine 
J. Epwarp Hit, M.D. T. E. STaNnLey, M.D. 


Urology Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, 4dministrator 
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Appalachian Ball © asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 
Wma. Ray GriFFin, Jr., M.D. Mark A. GrirFin, Sr., M.D. 

Ropert A. GRiFFIN, JR., M.D. Mark A. GriFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, Asuevittg, N. C. 


ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine General Surgery Obstetrics 
HUNTER H. McGUIRE, M.D. WE ARNES, MD. W. HUGHES EVANS, M.D. 
MARGARET NOLTING, M.D. IR.., W. H. COX, M.D. 
JOHN P. LYNCH, M.D. JOHN ROBERT MASSE. ‘JR., M.D. 
JOSEPH W. COXE III, M.D. Bronchoscopy 
ROBERT W. BEDINGER, M.D. Dental Surgery GEORGE AUSTIN WELCHONS, M.D. 
LIAMS, D.D.S. 
Orthopedic Surgery JOHN BELL WiL Roentgenology 
JAMES T. TUCKER, M.D. Urology JESSE CLORE, MD. 
BEVERLEY B. CLARY, M.D. CHAS, M. NELSON, M.D. 3 . M.D. 
EARNEST B. CARPENTER, M.D. 
JAMES B. DALTON, JR., M.D. AUSTIN I. DODSON, JR., M.D. Pathology 
J. H. SCHERER, M.D. 
Neurology Pediatrics JOHN L. THORNTON, M.D. 
RAYMOND A. ADAMS, M.D. HUBERT T. DOUGAN, M.D. 
Anesthesiology 
Treasurer: RICHARD J. JONES, BS., C.P.A. HETH OWEN, JR. MD 
ILLIAM B. MO 
Free Parking for Patrons BEVERLY JONES, M.D. 
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way check of 


‘DIARRHEA 


e and appealing to both children and adults. 


Curbs excessive peristalsis 


Adsorbs toxins and gases 


Soothes inflamed mucosa 


Ka <6 


FORMULA: 
Each 15 ce. (tablesp 
Sulfaguanidine 
Pectin 

Opium tincture . DOSAGE: 
(equivalent to 2 ce. paregoric) 5 


Provides intestinal antisepsis 


ADULTS: Initially 1 or 2 tablespoons from 
four to six times daily, or 1 or 2 teaspoons 
SUPPLIED: after each loose bowel movement; 
Bottles of 16 fl. oz. 


; reduce dosage as diarrhea subsides. 
Exempt Narcotic. 
Available on Prescription Only. 


CHILDREN: % teaspoon (=2.5 cc.) per 


15 Ib. of body weight every four hours day 
: and night until stools are reduced to five 
LABORATORIES H i 


New York 18, N.Y. daily, then every eight hours for three days. 
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Now RASPBERRY FLAVOR 

and pink color make POMALIN pleasant to 
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Complete 


Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Bookletse—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


11-1315 North Fourteenth Street 


RICHMOND, VIRGINIA 


provides therapeutic levels .. . for 24 hours... 
with low incidence of sensitivity reactions . 
WHENEVER SULFAS ARE INDICATED 


KYNEX 


ypyridazine Lederie 


0.5 Gm. TABLETS /NEW ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of Generee) 
AMERICAN CYANAMID COMPANY, Peari River, New York 


Every Virginia Doctor Should | 
Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By Wynpuam B. Branton, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 
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Here’s Your Prescription . . . 


Exclusive Sites For Vacation Cottages at Delray Beach, N. C. 


For vacation fun and relaxation at radiant Delray PRICES BEGIN AT ONLY 
Beach, Kill Devil Hills, N. C. 


Make your selection now from beautiful beach 00 
sites along the famous North Carolina coast .. . ‘i 


where the fishing is superb. 
Only 600 feet from the surf, each lot is on 
paved street within the city limits of Kill Devil Hills. 


Average Lot Size 75’ X 150’ 
Delray Beach homesites offer you year-round fun Also Available: Lots Facing 
. . . at reasonable prices. Reserve your selection now. Old And New U. S. #158 


CHECK THE MANY OUTSTANDING FEATURES: 


@ Located Within City Limits of 
Kill Devil Hills, which has Post 
Office and Shopping Center, 

Police and Fire Protection and 

Full Municipal Services 


Fully Restricted 
All Lots On Paved Streets 

Easy Terms . . . Two Years To Pay 
Full Ocean Privileges 


W. R. Deaton, Owner-Developer Box 2 
2204 West Market Street—Greensboro, N. C. Kill Devil Hills, N. C. 
Phone BR 2-4663 Phone 


CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 

LIABILITY INSURANCE 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone MI 3-0340 
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in its completeness 


35 


Digitalis 
(Davies, Rose) 
0.1 Gram 
(apprez. 1% grains) 
CAUT 3 
A 1ON 


ing without prescrip- 


ten 


Boston, Mass. 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 


therefore always 


dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 


The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards .. . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


John Marshall William Byrd 
King Carter Richmond 


Richmond Hotels Incorporated 


Marvin Pierce Rucker, M.D. 


His Selected Writings 


Here, under one cover, are the pen 
profiles and floral eponyms which have 
become the hallmark of this beloved 
physician. 

Beautifully bound, this volume will 
be a welcome addition to any library— 
the perfect gift for that special occa- 
sion. 

Order your copies at $7.50 each from 
the Johnston-Willis Hospitality Shop, 
Richmond, Virginia. 
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Whenever 
the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


eg 
Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 
provides; supplementary 
amounts of vitamins, minerals 
and soluble proteins, 
extra-dietary vitamin By, 

protective quantities of 
— ‘2; potassium, in a palatable and 
—— «, readily assimilated form. 


Debilitating 
gastrointestinal 


x 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
Ltotassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 
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JUST ONE TABLET DAILY 


provides therapeutic levels ... for 24 hours... 
with low incidence of sensitivity reactions . 
WHENEVER SULFAS ARE INDICATED 


KYNEX 


Sulfamethoxypyridazine Lederle 


0.5 Gm. TABLETS / NEW NEW ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of Gare) 
AMERICAN CYANAMID COMPANY, Peari River, New York 


in 
Richmond 


Member Federal Deposit Insurance Corp. 
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For the 


Discriminating 


Eye Physician 


Depend on the Services of a 
Guild Optician 


JUST ONE TABLET DAILY 
ie | provides therapeutic levels ... for 24 hours... 


ESS | with low incidence of sensitivity reactions . 
Lynchburg, Virginia | WHENEVER SULFAS ARE INDICATED 


A. G. JEFFERSON KYN FX 


Ground Floor Allied Arts Bldg. | 
Sulfamethoxypyridazine Lederie 
0.5 Gm. TABLETS /NEW ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of Gawrey 
AMERICAN CYANAMID COMPANY, Peari River, New York 


Exclusively Optical 


be prepared... 


fast, effective and long-lasting relief from: 


sunburn 
poison wy 
insect bites 
minor cuts 
and abrasions 


The water-soluble, nonstaining base melts on con- 
tact with the tissue, releasing the Xylocaine for 
immediate anesthetic action. It does not interfere 
with the healing processes. 


Astra Pharmaceutical Products, Inc., 
/ Worcester 6, Mass., U.S.A. 
xY LOCAIN 


OINTMENT 2.5% & 
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A NEW USE 
FOR VESPRIN 


FROM: 
ANXIETY 
AND TENSION 
TO: EMOTIONAL 
STABILITY 


VESPRIN made the difference 


SQUIBB TRIFLUPROMAZINE HYDROCHLORIDE 


in anxiety and tension states / psychomotor agitation / 
phobic reactions / obsessive reactions / senile agitation 
/ agitated depression / emotional stress associated with a 
wide variety of physical conditions 


In the patient with anxiety and tension symptoms — Vesprin calms him down without slowing him 


up...and does not interfere with his working capacity. Vesprin permits tranquilization without 
oversedation, lethargy, apathy or loss of mental clarity.‘ 


And Vesprin exhibits an improved therapeutic ratio — enhanced efficacy with a low incidence of 


side effects; no reported hypotension, extrapyramidal symptoms, blood dyscrasia or jaundice in 
patients treated for anxiety and tension.'** 


dosage: for “round-the-clock” control — 10 mg. to 25 mg., b.i.d.; for “once-a-day” use — 25 mg. 
once a day, appropriately scheduled, for therapy or prevention. supply: Oral Tablets, 10, 25 and 
50 mg., press-coated, bottles of 50 and 500;Emulsion (Vesprin Base) — 30 cc. dropper bottles 
and 120 cc. bottles (10 mg./cc.). references: 1. Stone, H.H.: Monographs on Therapy 3:1 
(May) 1958. 2. Reeves, J.E. Postgrad. Med. 24:687 (Dec.) 1958. 3. Burstein, F.: Clinical 
Research Notes 2:3, 1959. 4. Kris, E.: Clinical Research Notes 2:1, 1959. ‘vesrriw® is » Squid tredeman 
Vesprin—the tranquilizer that fills a need in every major area of medical practice 
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UIBB 
Squibb Quality — 
the Priceless Ingredient 
| 


more 
than 
assul 
corti 
cortic 
relief 
of ap 
drom 


more 
dosa 


much 
side | 


injur 


THER 
acute | 
desire 
and th 


subact 
isfacte 
dosag 
results 


precat 
same 
steroic 


there’s pain and 
inflammation here... 
it could be mild 

or severe, acute or 


more potent and comprehensive treatment 
than salicylate alone 
. assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


.much less likelihood of treatment-interrupting 
side effects'*® . . . reduces possibility of residual 
injury... simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGmMaGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use“of siGMAGEN. 


corticoid- salicylate compound 


Cemposition 

METICORTEN® (prednisone) ..................... 0.75 me. 
Acetylisalicylic acid 325 mg. 
Aluminum hydroxide 75 me 
Ascorbic acid 20 me. 


Packaging: sicmacen Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et at.: J.A.M.A. 159-645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1954. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1954, 
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Triple antihistamines combined to provide increased 
effectiveness with diminished side-effects! 


TRISTAMINE is a unique combination of three 
antihistaminic agents, designed to afford high-level 
antihistaminic activity with a minimum of unde- 
sirable side-effects. The enhanced effectiveness 
achieved by the combination affords welcome relief 
from the discomfort of hay fever, seasonal and 
non-seasonal rhinitis, allergic dermatitis, urticaria 
and other conditions for which the contained anti- 
histamines are clinically useful, while sedation and 
other side-effects commonly encountered with anti- 
histamine therapy are minimized by 


the use of lower doses of the individual 
drugs. — eR, 


Tristamine is supplied in two 
convenient dosage forms—Tris- 
tamine Sustained Release Cap- 
sules, affording relief for. periods 
up to ten hours, and Tristamine 
Elixir, a sugar free sorbitol type 
‘syrup’ that will appeal to chil- 
dren and adults who prefer liquid 
medication. 


CAUTION: 


Federal law prohibits dispensing PACKAGING: 

without prescription. Sustained Release Capsules, 
60 mg., Bottles of 30, 100 
and 1000. 


Amount in | Percentage of Liquid, 10 /5 Bott! 
af iquid, mg./5 cc., les 
DOSAGE: 


Phenyltoloxamine 
lai 25 mg. | 25mg. | 6.25 mg. . Tristamine Capsules 60 Mg. (Sustained Rel ) Adults, 
75-50 One capsule every twelve hours, morning and night 
Pyrilamine Maleate mg 37.5 mg,| 12.50 mg. . or at breakfast and supper. In unusually resistant cases 
— . it may be desirable to give one capsule every eight 
2-4mg.| 3mg. 1.25 mg. hours. 
Tristamine Liquid (10 mg./5ec.) 
Percentage of Median Combined Adults, two teaspoonfuls four times daily; Children 12 
Dose of the three contained anti- . to 16, one to two teaspoonfuls three to 4 times daily; 
histamines in 20.0 mg. Tristamine Children 6 to 12, One teaspoonful; Children under six, 
one-fourth to one-half teaspoonful. 
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nervous, tense patients 
recovered improved 


For your patients, Miltown promptly checks emotional and 
muscular tension. Thus, you will make it easier for them to 
lead a normal family life and to carry on their usual work. 


For you, the choice of Miltown as the tranquilizer means the 
comfortable assurance that it will relieve nervousness and ten- 
sion without impairing your patient's mental efficiency, motor 
control, normal behavior or autonomic balance. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; bottles of 50. 


(iy) WALLACE LABORATORIES, New Brunswick, N. J. 
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AIDS EMOTIONAL ADJUSTMENT 
TO CHRONIC ILLNESS 


Through effective relief of anxiety, irri- 
tability, insomnia and tension, Miltown 
aids the patient to “live with his dis- 
ease,” especially during difficult adjust- 
ment periods. 

Miltown is well tolerated and “there- 
fore well suited for prolonged treatment 
in chronic disorders with emotional com- 
plications.” (Friedlander, H. S.: Am. J. 
Cardiol. 7:395, March 1958.) 


meprobamate (Wallace) 


Available in 400 mg. scored and 200 mg. sugar- 
coated tablets; bottles of 50. Also available as 
MEPROSPAN* (200 mg. meprobamate continuous 
release capsules) and MEPROTABS* (400 mg. 
unidentifiable, coated meprobamate tablets). 


When mental depression complicates chronic 
disease: DepRoL* (1 mg. benactyzine HCI plus 
400 mg. meprobamate). 


@TRADE-MARK 


(fy) WALLACE LABORATORIES, New Brunswick, N. J. 
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when pollen allergens 
air», attack the nose... 


oh 


: 3 Triaminic provides more effective therapy in 
+ respiratory allergies because it combines two 
antihistamines’* with a decongestant. 


+ These antihistamines block the effect of histamine on the nasal 
* =. and paranasal capillaries, preventing dilation and exudation. 

* This is not enough; by the time the physician is called on to 
> + 42 provide relief, histamine damage is usually present and should 
be counteracted. 


5 er Ps The decongestive action of orally active phenylpropanolamine 

rim ee helps contract the engorged capillaries, reducing congestion 
: a’ Py and bringing prompt relief from nasal stuffiness, rhinorrhea, 
sneezing and sinusitis.*:> 
eae te TRIAMINIC is orally administered, systemically distributed and 
Pay ° reaches all respiratory membranes, avoiding nose drop addic- 


tion and rebound congestion.":* TRIAMINIC can be prescribed 
for prompt relief in summer allergies, including hay fever. 


References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
-) and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. 8. and Gilman, A.: Pharmacol. Basiy Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.F.N.T. Monthly 37:460 (July) 
1958. 6. Lhotka, F. M.: Illinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. 


T 
TRIAMINIC provides around-the- 
clock freedom from hay fever and 
other allergic respiratory symp- 
toms with just one tablet q. 6-8 h. 


because of the special timed- 
release design. 


Also available: TRIAMINIC SYRUP for those 
patients of all ages who prefer a liquid 
medication. Each 5 ml. teaspoonful is 
equivalent to 4 Triaminic Tablet or 4 
Triaminic Juvelet. TRIAMINIC JUVELETS 
Each TRIAMINIC timed-release tablet provides: provide half the dosage of the Triaminic 

Phenylpropanolamine HCL..............50 mg. 


Pheniramine maleate... 25 mg, 
Pyrilamine maleate 25 mg. for prompt and prolonged relief. 


Tablet with the same timed-release action 


running noses &. and open stuffed noses @xglly 


SMITH-DORSEY ¢ a division of The Wander Company « Lincoln, Nebraska + Peterborough, Canada 
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Complete local claim service 


that’s prompt, efficient, satisfactory. 


CORPORATION |, 


) } Don’t forget that your local American Health Agent... by 

id specializing in your patient’s HOSPITAL, MEDICAL and 

SURGICAL insurance problems—offers extra services of 
special value to you... 


He’s a specialist—a career man in his chosen field. He has 
earned a good reputation locally, with efficient service and 
prompt attention to claims. 


Moreover, he appreciates the impact that health insurance can 
have on the practice of medicine, and wants to co-operate with 
the local medical profession. 


AMERICAN HEALTH 
INSURANCE CORPORATION 


300 St. Paul Place, Baltimore 2, Maryland 


It makes sense to expect special results from a specialist in the field of health insurance. 
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AVacation from Hay Fever 


is a Real Vacation 
ANYWHERE - ANYTIME 


Just a “poof” of fine spray 


brings relief 1n sECONDS, FOR HOURS 


Z. 
NASAL SPRAY 


NIZ isa potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstrictor 
and decongestant. 


Thenfadil® HCI, 0.1% Supplied in leakproof, 
potent topical pocket size 
antihistaminic. squeeze bottles of 20 cc. ~~ 


Zephiran® Cl, 1:5000 
~— antibacterial wetting 
agent and preservative. 


(| LABORATORIES 
New York 18, N. ¥. 
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all physicians are invited to attend... 


= In recognition of the responsibility of the pharmaceutical industry to aid postgraduate medical 
: education, Lederle originated its Symposium Program eight years ago. Initiated with a meeting 
sponsored by the Knoxville Academy of Medicine and continued with other medical organiza- 
tions, the program presents up-to-date information of clinical significance to physicians 
throughout the United States and Canada. Through Symposia, over 50,000 physicians have 
had the opportunity to hear and question specialists in every field and, with their wives, 
participate in the activities of a Symposium day. 
You and your wife may wish to attend one of the Symposia below. 


| JEKYLL ISLAND, GEORGIA—Thursday, August 27,1959 LUBBOCK, TEXAS -—Saturday, October 31, 1959 ™ 
The Jekyll Club The Lubbock Country Club i 
BATON ROUGE, LOUISIANA—Friday, Sept. 18, 1959 ST. CHARLES, ILLINOIS —Wednesday, November 4, 1959 
The Capitol House Hote! The St. Charles Country Club | 
BEAUMONT, TEXAS —Saturday, September 19, 1959 DALLAS, TEXAS —Friday, November 6, 1959 i 
The Hotel Beaumont : The Hilton Hotel | 
KANSAS CITY, KANSAS-—Friday, September 25, 1959 WICHITA, KANSAS -—Saturday, November 7, 1959 | 
| Battenfeld Memorial Auditorium The Hotel Broadview 
INDIANAPOLIS, INDIANA —Wednesday, Sept. 30, 1959 SCHENECTADY, NEW YORK —Thursday, November 12,1959 
~ The Sheraton-Lincoin Hotel The Mohawk Golf Club 
OKLAHOMA CITY, OKLAHOMA-—Friday, October 2, 1959 CORPUS CHRISTI, TEXAS —Friday, November 13, 1959 
The Skirvin Hotel The Robert Driscoll Hotel 
BIRMINGHAM, ALABAMA -—Sunday, October 11, 1959 RIVERSIDE, CALIFORNIA —Sunday, November 15, 1959 
The Dinkler-Tutwiler Hotel 


The Mission Inn 
TACOMA, WASHINGTON —Wednesday, October 14,1959 SANTA BARBARA, CALIFORNIA—Wednesday, Nov. 18, 1959 
a The Hotel Winthrop The Santa Barbara Biltmore 

TRAVERSE CITY, MICHIGAN —Friday, October 2, 1959 MOLINE, ILLINOIS —Wednesday, December 2, 1959 


oc The Park Place Hotel The LeClaire Hotel 


Aanounee 
A A 
= Symposi Symposium on 
Clinical Practical Procedures 


and 


Modern Concepts of Therapy 
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ethically promoted 


Meta Cine represents a carefully designed formula which provides the 
physician with a vaginal douche preparation which safely and effectively 
maintains a clean healthy vagina. 


Meta Cine is a combination of several ingredients clinically established as 
valuable in promoting proper vaginal hygiene. Diluted for use, Meta Cine 
possesses the desired pH (3.5); contains the mucus digestant, papain, which 
dissolves mucus plugs and coagulum; contains lactose to promote growth of 
desirable déderlein bacilli, and methyl salicylate for soothing stimulation of 
circulation within the vaginal walls. 


Its pleasant, deodorizing fragrance also meets the esthetic demands 
of your patients. 


Meta Cine is promoted exclusively to the medical profession, and recommends 
itself as your preparation of choice for patients who might otherwise indulge 
in unsupervised self-medication with potentially damaging nonphysiologic 
douches, 

Supplied in 8-oz. containers, and boxes of 30 individual-dose packettes. 

Two teaspoonfuls, or contents of one packette, in 2 quarts of warm water, 
douche as prescribed. 


Printed douching instructions for patients available upon request 


'R BRAYTEN Pharmaceutical Company e Chattanooga 9, Tennessee 
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Each antivert tablet contains: 

Meclizine (12.5 mg.)—most effective anti- 
histaminic to control vestibular dysfunc- 
tion. 

Nicotinic acid (50 mg.) —the drug of choice 
for prompt vasodilation.*? 


Advantage of ‘‘dual therapy” confirmed: 


Menger found ANTIVERT “improved or con- 
trolled symptoms in virtually 90% of ver- 
tiginous patients.’” 


Indications: Meniere’s syndrome, arteriosclerotic 
vertigo, labyrinthitis, and streptomycin toxicity. Also 
effective in recurrent headache, including migraine. 
Dosage: one tablet before each meal. 
Supplied: bottles of 100 blue-and-white scored tab- 
lets. Prescription only. 
References: 1. Charles, C. M.: Geriatrics 2:110 (March) 
1956. 2. Menger, H. C.: Clin. Med. 4:313 (March) 1957. 
3. Shuster, B. H.: M. Clin. North America 40: 1787 
(Nov.) 1956. 

Division, Chas. Pfizer & Co., Inc. 

New York 17, N. Y. 

Science for the world’s well-being 
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Reaching for 9B 
shoes and other top 
shelf sizes is no 
joke... it gave me 
a terrible kink 

in my back. 


Before the day was 
over, | could ; 
hardly stoop to push 
a shoehorn. 


Salts of Dihydrohydroxycodeinone and Homatropine, plus 


| called my 
doctor that night 
and picked up 
the tablets he 
prescribed. 


- usually ‘within 5-15 minutes. 
STS LONGER — usually 6 hours ér more. MOR 
OROUGH RELIEF — permits uninterrupted sleep © 
irough the night. RARELY CONSTIPATES — excelle 
ot chronic or bedridden patients. VERSATILE — new 
emi’’ strength permits dosage flexibility to meet 
atient’s specific needs. Percopan-Demi provides 
ERCODAN formula with one-half the amount of salts. 
ydrohydroxycodeinone and homatropine. 
‘ADULT DOSE: 1 tablet every 6 hours. 
ing. Federal law permits oral prescription. 
Percovan® Tablet contains 4.50 mg. 
drohydroxycodeinone hydrochloride, 0.38 mg. The pain went away 
drohydroxycodeinone terephthalate, 0.38 mg. 


ng. opine fast—in just 15 minutes 
e, 224 mg. acetylsalicylic acid, 160 mg. —and | was back on 


the job the next 
morning! But not one 
9B customer came 
in the whole day! 


Write 
ENDO’ LABORATORIE 


i 
: 
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NICOZOL 


ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 
NICOZOL therapy (the original formula) affords NICOZOL contains pentylenetetrazo! 


prompt relief of apathy. Patients generally look siamese 
better, feel better; become more cooperative, For relief of agitation and hostility: 


cheerful and easier to manage. 
No dangerous side effects. Supply: Capsules « Elixir [\/" 
PDR Noe 


DRU G Write for professional sample and literature. seal chalk 
C Speciabties WINSTON-SALEM 1, NORTH CAROLINA itabl 
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CREAMALIN NEUTRALIZES MORE ACID FASTER 
Quicker Relief Greater Relief 


Acid neutralization with 10 leading antacid tablets* 
(per gram of active ingredients) 


CREAMALIN 


mi. 0.1.N HCI 


9 

widely 

> prescribed 
antacid 
tablets 


Fach Creamalin Antacid Tablet contains $20 mg» specially processed, highly reactive, short poly- 
mer dried aluminum hydroxide gel, (stabilized with hexitol), with 75 mg. magnesium hydroxide. 


container (37°C) ipped with hanica! stirrer and pH olectrodes. Hydrochioric 
acd was added as needed to maintain pH at 3.5. Volume.of acid required was 
recorded at frequent intervals for one hour. 


1. Neutralizes acid faster (quicker relief) 
2. Nextralizes more acid (greater relicf) 
3. Neutralizes acid longer (more lasting relief) 


THE MOST SIGNIFICANT IMPROVEMENT IN 
ANTACID THERAPY SINCE THE INTRODUCTION 
OF A HYDROXIDE IN 1929 


Duration of action at pH from 3 to 5° 
(per gram of active ingredients) 


CREAMALIN 


he’, T.. Ur., Fisher and Tainter, A newihig 
for gastric hyperacidity. To be published. 


compte « 
pH stayed below 3 


4. No constipation - No acid rebound 


5. More pleasant to take 


No chalky taste. New CreAMALIN tablets are not 
chalky, gritty, rough or dry. They are highly pai- 
itable, soft, smooth, easy to chew, mint flavored. 


()Jaathevop LABORATORIES « NEW YORK 18, NEW YORK 


prescribed 


tablets 


9 
widely 


antacid 
tablets 


Adult Dosage: Gastric hypexacidity—2 to 4 
tablets as necessary. Peptic ulcer or gastritis 

—2 to 4 tablets every two to four hours. 
Tablets may be chewed, swallowed with 
water or milk, or allowed to dissolve in 
the mouth. 


Supplied; Bottles of 50, 100, 200 and 1000. 


= 
MORE ACID LONGER 
10 0 30 40 50 60 new ; 
| 
80 G 
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F 
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10 30 40 50 50 ; 
Tablets were powdered Bnd suspended. distilled water tn temperature ight, rea: aluminum hydro 


HELP KEEP 
THE THINGS 
WORTH KEEPING 


A boy keeps days like these 
all his life. Some day he’ll 
trundle his own sons in a 
barrow too—remembering 
the jolly, peaceful man-to- 
man times spent with his 
father. 

So many precious things 
like this depend on peace. 
And peace depends upon so 
many things. For instance: 
peace costs money. 

Money for strength to keep 
the peace. Money for science 
and education to help make 
peace lasting. And money 
saved by individuals to keep 
our economy sound. 

Every U.S. Savings Bond 
you buy helps provide money 
forourcountry’s Peace Power 
—the power that helps us 
keep the things worth 
keeping. 

Are you buying as many 
Bonds as you might? 


HELP STRENGTHEN AMERICAS PEACE POWER 


BUY U.S. SAVINGS BONDS 


eine 
The U.S. Government does not pay for this advertising. The Treasury Department thanks : ‘i 
The Advertising Council and this magazine for their patriotic donation. a 
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| icine has measured its most significant a 
of people throughout the world o 
the welfare of mankind . . . from 
erful realities of today. The 

LIFE, SATURDAY EVENIN 


TEs ~Medicine Becomes here is one of 
series of original oif Paintings COmmissioned Parke Dag 


x "ABNOSis Of disease by means of touch, hearing, ang Scientific discoveries, Your physician jx able to Provide { - \ 
close ‘ation was advocated by Hippocrates This nest medica} Care the as ever n. 
Physic ry For Nearly a century, Parke. Davis has emphasized two ! 
century fevered worldwide as things. sought to improve €Xisting 
me Father of Medicine 7 Smerged from his teach Medicines and to disc ‘Over New ones. cond, we have j ee 
a system of Professional on Natural Consistently developed new manufacturing Methods 
Study and mations whic older and testing Procedures sure the sai potency 
“ystems based on magic and “UPETStition, and effectiveness of all our Products. Our Breatest ge 
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“eptor guide Modern Physician, chief con. Prescribe ang Pharma, 
“Crns are the Welfare of his Patients ang Careful study 
of their individual needs. With the aid 
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FIRST TIME IN VIRGINIA 
DESERT AIR LAMP 


Produces 
Recommend with Confidence A Safe 
Healthful 
Desert Air Lamps Zone of 
Mild Warm 
Air 


AS AN AID FOR RELIEF OF 
BRONCHITIS HAY FEVER 
ASTHMA FROM COLDS 
COUGHS - SINUSITIS 


Used for over 31 years in California and recommended by many 
doctors on the West Coast. Inquiries may be referred to the 
Los Angeles County Medical Society, 1925 Wilshire Boulevard, 


Los Angeles 27, California 
THE DESERT AIR LAMP 


DESERT-AIR Offers proven relief from symp- 


‘trata toms of these diseases by reducing 
the relative humidity and creating 


eB: <<" mild warm air in the sleep zone. 

| es, Its dark burning safe lava cone 

unit allows infants and adults alike 


Tc. to breathe more easily. 
From Sunny 
Special discounts to the profession 


For descriptive literature and price lists write 


Jamestown Products Incorporated 
2321 Riverside Drive 
Danville, Virginia 
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If one...or all... needs nutritional support. . . 


they 


deserve 

® 
GE \ RAL capsules—1i4 VITAMINS AND 11 MINERALS 
Vitamin- Mineral Supplement Lederie For Complete Formula see PDR (Physicians’ Desk Reference), page 689 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York (Qderie) 
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provides therapeutic levels ... for 24 hours... 
with low incidence of sensitivity reactions... 
WHENEVER SULFAS ARE INDICATED 


KYNEX 


Sulfamethoxypyridazine Lederie 


0.5 Gm. TABLETS /NEW ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pear! River, New York 


FOR THE AMERICAN FAMILY 


A Good Buy in | 
Dublic Relations 


%¥ Place it in your reception room 


Today’s Health is published for 
the American Family by the 
American Medical Association, 535 
N. Dearborn St.—Chicago 10, Illinois 


INDEX TO ADVERTISERS 


Astra Pharmaceutical Company -__-..------------------- 27, 60 
Brayten Pharmaceutical Company 
Davies, Rose & Company, Limited 58 
Gill Memorial Eye, Ear and Throat Hospital, Inc. ____---- 50 


Parke, Davis & Company --_--------------- Second Cover-3, 77 


Plyler’s Nursing Home, Mrs. 
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Richmond Eye Hospital—Richmond Ear, Nose and 

Richmond Hotels Incorporated _...__....--..--.....-.---.- 58 
Riverside Convalescent Home -.....-................-.... 49 
Smith Kline & French Laboratories --.......--__-_- Back Cover 
St. Paul-Western Insurance Companies -_..-.--....----___- 57 
State Board of Medical Examiners, The --...._.....--__-- 48 
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Winthrop Laboratories --...-........-.- 26, 33-36, 41, 55, 69, 75 
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in cases of tension 


Serpate 


(Reserpine, Vale) 


.. othe preferred drug where anxiety or emotional agitation 


must be controlled 
% «.. provides sedation without hypnosis, a sense 
& . of relaxed well being and tranquility 
effects gradual-ond sustained lowering of 
elevated blood pressure in patients with 
= mild, labile or essential hypertension 
‘ supplied: 0.1 mg. and 0.25 mg. tablets in bottles of 100, 
‘ 500 and 1000, or on prescription at leading 
pharmacies 
RAUWOLFIA 
SERPENTINA 


in cases of hypertension 


Rauval__ 
(Rauwolfia Serpentina, Vale) 


... double assayed to insure optimal therapeutic effect 
tested chemically to insure total alkaloid content 
tested biologically to insure uniform hypetersive action 


. ideal therapy.in labile and moderote hyper- 
tension adjunctive therapy in severe 
hypertension 


. achieves gradual lowering of the blood pressure, 
gentle sedation, tranquilization with prolonged 
effect even after cessation of therapy 

Supplied: 50 mg. and 100 mg. fablets in bottles of 100 and 
1000, or on prescription at leading pharmacies 


THE VALE CHEMICAL COMPANY, INC. allentown, pa. 
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Skopyl 


Pharmacia Laboratories inc., 501 Fifth Avenue, N. T.% 


For the treatment of infant colic SKOPYL quickly and effectively relieves and prevents abdominal pain A 
and distention always identified with infant colic. | 
Easy Administration: Just one or two drops of SKOPYL under the tongue, 20 —30 minutes before 

each feeding -— or 3 drops for an acute attack of colic. 

Fast Action: The rapid absorption of SKOPYL into the blood stream via the sublingual or oral route often 
gives immediate and dramatic relief of acute abdominal pain characteristic of infant colic. 

Effective: SKOPYL is more effective because of its selective peripheral action without influence on the 
central nervous system. Even when there is regurgitation and vomiting, SKOPYL is effective when 
administered orally or sublingually. During administration of SKOPYL, frequent, loose, and mucoid 
stools will become firm — often within 24— 48 hours. 

Action and Safety: The main effect of SKOPYL is peripheral. it has a particularly depressant effect on the 
tonus and motility of smooth musculature of the gastrointestinal tract. Because of SKOPYL’s high 
degree of selective action and favorable therapeutic index, the recommended small volume dose can 
generally be given with a minimum incidence of side effects. 

Indications: Colic (paroxysmal fussing, infantile dyspepsia, irritable crying), infantile vomiting, infantile 
diarrhea, pyloric spasm. Precautions: Fluid balance should be restored in dehydrated infants or those 
with oliguria before beginning treatment with SKOPYL. Available: 5 cc. dropper bottle. 

One drop = 0.6 mg.; 40 drops = 1 cc. 


could 
have 
walked 
all 
night?” 


stopped 
the 
colic 
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AMES 


CLINICAL BRIEFS FOR MODERN PRACTICE 


Is there a relationship between 
premature impotence and diabetes? 


Yes. The incidence of premature impotence was studied in 198 diabetic 
men,! and found to be two to five times higher than that reported for 
the general population.2 In many of the cases observed, impotence 
developed early in the history of the disease, suggesting that the possibility 
of diabetes mellitus be considered whenever a man complains of pre- 
mature impotence. 

(1) Rubin, A., and Babbott, D.: J.A.M.A. 168:498, (Oct. 4) 1958. (2) Kinsey, A. C.; 


Pomeroy, W. B., and Martin, C. E.: Sexual Behavior in the Human Male, Philadelphia, 
W. B. Saunders Company, 1948. 


FOR EVEN BETTER CONTROL OF THE 
MODERATE AND THE SEVERE DIABETIC 


GLINITEST 


the STANDARDIZED urine-sugar test 
that provides reliable quantitative esti- 
mations throughout the critical range. 


results that are easier to interpret 


3 Hi? 


The new CLINITEST Urine-Sugar Anal- 

ysis Set contains the standard color 

: scale that provides a complete range of 

= readings without omissions... includes 

the critical %% (++) and 1% 

ae ee (+ + +)...and an improved analysis 
record form. AMES 
Daily urine-sugar readings may be con- som 


_ nected to form a clinically useful graph % 
RECORD ...a day-to-day “urine-sugar profile” \ 
that reveals at a glance individual 


trends and degree of control. 


t 
65059 


for prompt and sustained relief from 
severe mental and 


emotional 
stress 


THORAZINE* SPANSULE*' capsules 


30 mg. 75 mg. 150 mg. 200 mg. 300 mg. 


{) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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